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BREATHLESSNESS, PALPITATION, AND DIZZINESS — KOLB 


— meaning “at once”-—is the prescription abbreviation which calls 
for immediate attention, 

Often it is vitally important that certain medicinals be close at hand. 
Lilly pharmaceuticals are almost certain to be found in every pharmacy 
and hospital. Supplies are never far away, for many near-by Lilly 


wholesalers stand ready to serve dispensing outlets—at once. 


ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
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AUREOMY CI N enveracuine 
in Tularemia 
Tularemia, which is a serious problem in many parts of 
this country, can be successfully treated with aureomycin. 
All types of tularemic infection, with or without complications, 


respond promptly to the administration of this antibiotic. 
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UREOMYCIN has also been found effective for the control of the following 
A infections: acute amebiasis, bacterial and virus-like infections of the eye, 
bacteroides septicemia, boutonneuse fever, acute brucellosis, common infec- 
tions of the uterus and adnexa, resistant gonorrhea, Gram-positive infections 
(including those caused by streptococci, staphylococci, and pneumococci), 
Gram-negative infections (including those caused by the coli-acrogenes 
group), granuloma inguinale, //. influenzae infections, lymphogranuloma ve- 
nereum, primary atypical pneumonia, psittacosis (parrot fever), Q fever, 
rickettsialpox, Rocky Mountain spotted fever, subacute bacterial endocarditis 
resistant to penicillin, surgical infections, tick-bite fever (African), and typhus. 
Copsules: Bottles of 25, 50 mg. each capsule. Bottles of 14, 2 ! 

Ophthalmic: Vials of 25 mg. with dropper; solution prepared by ad 


ng 5 cc. of distilled water 


LEDERLE LABORATORIES DIVISION awenscay Cyanamid cowpan 30 Rockefeller Plaza, New York 20, N.Y. 
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A Sanitarium for Rest under Medica) Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff is in the sandhills of North Carolina in a 
of long leaf = It is located on U. S. Route 1, six miles south of P: 


Pines. This section be ws unexcelled for ha healthful climate. 
Ample faciliti 1 and occupational therapy, particularly out- 


Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his Deonallty difficulties or 
modification of personality traits to effect a cure or improvement in the Giosane. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


As Good in Your Office 
as in your 
Hospital 


The Castle No. 1 Spotlight, de- 
net for the doctor’s office, has, 
also, innumerable uses in the hos- 
pital itself. For example: the de- 
livery room, emergency room, 
treatment rooms, clinics or at the 
patient’s bedside, In small hospi- 
YOU CAN'T AFFORD TIRED EYES tals, it even has a place in the 
y operatin room, 
You are too busy now, your hours at the P 
office and hospital are too long, for you to Designed just like its big hos- 
are by in- pital brother, it has 28 separate 
adequate lighting. It is necessary for precision * 
seeing that cavities be lighted by a proper beams of cool, color-corrected light. 
spotlight. It lights a cavity even though 
Castle No. 1 Spotlight —for Penetrating your head is right in the light path. 
Cavity Illumination. Color-corrected beams Completely adjustable, a hospital 
of light penetrate deepest cavities . . . seem 
to pass around your head, hands or instru- light at an office price. Try one, 
ments to give you working light where you or write for catalog. 


WENCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


119 East 7th Street Charlotte. N. C. 111 North Greene Street. Greensboro, N. C. 
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PINECREST MANOR for ALCOHOLICS 
No Hypodermic Injections oa No Narcotics Used 
Anne & Fred Engelsberg, Directors 
SOUTHERN PINES, N. C. 


BROAD STREET SANITARIUM 


Exclusively for the Treatment of 
ALCOHOLISM 


Conditioned Reflex Aversion and Other Latest Approved Methods 


Charles G. Young, M.D. Virgil Johnston 
Medical Director Managing Director 


Broad Street Road Telephone 6-1556 Richmond, Virginia 
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Hypercholesterolemia 


ONE PINT 


Choline is indicated in fatty infiltra- 

tion of the liver associated with — 

early cirrhosis, alcoholism, diabetes Choline Chloride 6 Groms 
Rlew,: 

and malnutrition. added. Preservative: Pre 


Each teaspoonful (5 cc) of Elixir Glycol 15%, N-Buty! Parahy" 
Choline Chloride (Taberoc) supplies droxybenzoate .05%: 
one gram choline chloride. It sup- , 

plies more choline base than most ea 
preparations available for clinical <7. 


use, VION. be dispensed only bY 
Elixir Choline Chloride (Taberoc) the Prescription of physicio® 
should be taken after meals and KEEP ce 
preferably mixed with half glass NA COOL PM 


cold water. 
TABEROS 


ABLEROCK LABORATORIES 


Samples and literature on request 


TABLEROCK LABORATORIES 
GREENVILLE, SOUTH CAROLINA, U.S.A. 
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while its 


GE MOTTO! 


And that's exactly what we mean. GE X-Ray service is on the spot as 
soon after your SOS as we can get to your office. 
Take for instance the fire that put the x-ray department of a Long Island hospital 


out of commission . . . damaging beyond repair their diagnostic x-ray panel. Prepared 
for any contingency, the hospital pressed a mobile unit into action and called 


GE X-Ray service. 
It took all night and two crews of servicemen to do it, but by dawn — the 
hospital s x-ray department was back in full operation. 
This story is typical of the hundreds of documented GE service reports in our files. 
A service which proudly lends a new, broader conception to the guarantee that stands 
back of every GE installation, 


GENERAL @@ ELECTRIC 
X-RAY CORPORATION 


Resident Representatives: 
Mi WINSTON-SALEM — N. E. Bolick, 1314 Sunset Drive 
CHARLOTTE — 210 S. Church Street wip son — A. L. Harvey, 1118 W. Vance Street 
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a Vow Dug ..for the treatment 


of ventricular arrhythmias 


Lead II. Ventricular tachycardia persist- 
ing after six days of oral quinidine therapy 
(8 Gm. per day). 


Lead II. Normal sinus rhythm after oral 
Pronesty] therapy. 


Effective in some patients with ventricular 
tachycardia who failed to respond to quinidine 


PRONE STYL Hydrochloride 


Squibb Procaine Amide Hydrochloride 


SQUIBB 
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new product brief 


PRONESTYL Hydrochloride 


Squibb Procaine Amide Hydrochloride 
for the treatment of ventricular arrhythmias 


What is it? 


Pronesty! Hydrochloride is Squibb procaine amide 
hydrochloride. Structurally, Pronesty! differs from 
procaine only by the presence of the amide group- 
ing (.CO.NH.) in Pronestyl where procaine has the 
ester grouping (.CO.O.) 


How does it act? 


The action of Pronesty! is probably due to a direct 
depressant action on the ventricular muscle. In au- 
ricular arrhythmias, preliminary observations in- 
dicate that Pronesty! slows auricular rate but 
usually does not re-establish normal sinus rhythm. 
At present, Pronestyl is not recommended in the 
treatment of auricular arrhythmias 


When is it indicated? 


In conscious patients, for the treatment of ventric- 
ular arrhythmias. 
During anesthesia, to correct cardiac arrhythmias. 


pared with inidine: Unlike quinidine, no 
rales toxic symptoms have been reported fol- 
lowing the use of Pronestyl orally. In therapeutic 
dosage, Pronestyl orally does not produce the nau- 
sea, vomiting, and diarrhea often caused by quini- 
dine. At high ora] dosage, these symptoms may appear, 
Whereas intravenous administration of idi 
is hazardous and unpredictable, Pronestyl may be 
given intravenously with relative safety. 
Pronestyl has been found effective in some patients 
who failed to respond to quinidine. 
As compared with procaine: For arrhythmias, pro- 
caine is used only in anesthetized patients because 
its dose in unanesthetized patients is too toxic for 
clinica] use. Pronestyl can be used in conscious. and 
anesthetized patients 
ae Pronesty! is much less toxic than 
¥ d intravenous dosage, 
Pronestyl pai not cause the central nervous system 
stimulation typical of procaine in conscious pa- 
tients. 
Procaine is unstable, being rapidly hydrolyzed in 
the plasma to para-aminobenzoic acid and diethyl- 
aminoethanol. Pronestyl is not affected by the 
plasma procaine esterase, consequently it is much 
longer acting than procaine. 
Procaine is not used orally because of its instability 
in the organism; Pronesty! can be used orally and 
intravenously. 


What are its side effects? 


Oral administration of Pronesty! in doses of 3-6 
grams per day, for periods of time varying from 2 
days to 3 months, produced no toxic effects as evi- 


denced by studies of the blood count, urine, liver 
function, blood pressure, and electrocardiogram. 
Intravenous administration to patients without 
ventricular tachycardia produced only a moderate 
and transient hypotensive effect in about one-third 
of the subjects. However, during intravenous ad- 
ministration to patients with ventricular tachycar- 
dia, a striking hypotensive effect was almost invar- 
iably present. This disappeared concurrently with 
the establishment of a normal rhythm. Further 
studies are in progress to see whether the drug may 
be given intravenously over a period of time longer 
than five minutes so as to revert the ventricular 
tachycardia without causing hypotension. That 
this may be possible is indicated by the fact that 
some episodes of ventricular tachycardia have been 
successfully treated by oral administration without 
significant change in blood pressure. Electrocardio- 
graphic changes: prolongation of QRS and QT in- 
tervals and occasional diminution in voltage of QRS 
and T waves have occurred 


What is the dosage? 
IN CONSCIOUS PATIENTS 


For the treatment of ventricular tachycardia : 
ORALLY: 1 Gm. followed by 0.5-1.0 Gm. every four 
to six hours as indicated. 

INTRAVENOUSLY: 200-1000 mg. (2 to 10 cc. Pro- 
nestyl Hydrochloride Solution) Caution—administer 
no more than 200 mg. (2 ec.) per minute. 
Hypotension may occur during intravenous use in 
conscious patients. As a precautionary measure, 
administer at a rate no greater than 200 mg. (2 ccs) 
per minute to a total of no more than 1 Gm. Elec- 
trocardiographic tracings should be made during 
injection so that injection may be discontinued 
when tachycardia is interrupted. Blood pressure 
recordings should be made frequently during injec- 
tion. If marked hypotension occurs, rate of injec- 
tion should be slowed or stopped 

For the treatment of runs of ventricular extrasystoles : 
ORALLY: 0.5 Gm. (2 capsules) every four to six 
hours as indicated. 


IN ANESTHESIA 
During anesthesia, to correct ventricular arrhythmias. 
INTRAVENOUSLY : 100-500 mg. (1 to 5 ce. Pronesty! 
Hydrochloride Solution). Caution — administer no 
more than 200 mg. (2 ce.) per minute. 
How is it supplied? 


Pronesty! Hydrochloride Capsules, 0.25 Gm., bottles 
of 100 and 1000. 
Pronestyl Hydrochloride Solution, 100 mg. per ce., 


in 10 ec. vii 
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Medical Society of the State of North Carolina 


OFFICERS 1950-1951 


President—ROscoE D. MCMILLAN, M.D., Red Springs 
President-Elect—FREDERIC C. HUBBARD, M.D., North Wilkesboro 
First Vice President—JOSEPH A. ELLIOTT, M.D., Charlotte 
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COUNCILORS 1949-1952 


First District—Zack D. OWENS, M.D., Elizabeth City 
VICE COUNCILOR—JOHN A. PAYNE, III, M.D., Sunbury 
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Fifth District—HuGu A. MCALLISTER, M.D., Lumberton 
VICE COUNCILOR—FRANK P. WARD, M.D., Lumberton 
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VICE COUNCILOR—FRANCIS N. BOWLES, M.D., Durham 
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Committee of the Society.* 

*(The revised Constitution and By-Laws provide that a Speaker and a Vice Speaker 
shall be elected at the 1951 session of the House of Delegates and that these 
officers shall be added to the above officers and councilors to constitute the 
Executive Council which will replace the Executive Committee in functioning for 
the Society.) 
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Greensboro 
Practice of Medicine—ELIJAH EUGENE MENEFFEE, JR., M.D., Durham 
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Pediatrics—CHARLES FREDERICK WILLIAMS, M.D., Raleigh 
Gynecology and Obstetrics—ROBERT JAMES RUARK, M.D., Raleigh 
Public Health and Education—ROBERT EUGENE Fox, M.D., Albemarle 
Neurology and Psychiatry—R. CHARMAN CARROLL, M.D., Asheville 
Radiology—WALTER WEDDLE VAUGHAN, M.D., Durham 
Pathology—THOoMAS N. LIDE, M.D., Winston-Salem 
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Estrogens 
were 
compared 


In a recent clinical comparison of ten 
estrogens administered by various routes to 
two hundred menopausal women, the 
conclusion was reached that: 


(ethinyl estradiol) 
“Ethinyl estradiol (Estiny) is a potent relative of alpha-estradiol 
... and it produces its pharmacological effects in smaller doses than 
any other drug known. .... Ease of administration was apparent in 
that 94,2 per cent of all patients were completely relieved. Ninety-six . : ys 
per cent of these required no more than 0.05 mg. daily for “eo ; . 
satisfactory maintenance. ...The economy of EstinyL, coupled with 
its ability to produce rapid relief of symptoms makes it a particularly : es 
useful medication for the routine therapy of the menopause.” ! 
DOSAGE: 
Estinyt Tablets. Mild menopause 
requires one to two 0.02 mg. tablets 1 
daily. Moderate menopause requires j ss 
one 0.05 mg. tablet. Severe é ‘ 
menopause may require three < 
0.05 mg. tablets, j 


PACKAGING; 

Estinyi Tablets of 0.02 mg. (buff) 

and 0.05 mg. (pink) in bottles of 

100, 250 and 1000. Also 0.5 mg. in ” 

bottles of 30 and 100 tablets. J 
1, Perloff, W. H.: Am. J. Obst. & Gynec. 58 :684, 1949)/ 
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REGARDLESS OF INDICATED THERAPY 


Wire the condition under 
treatment is an acute infec- 
tion, a bowel upset, an injury or a 
metabolic derangement, nutrition is 
always a primary factor in therapy. 
Regardless of other indicated measures, 
nutritional adequacy is essential for 
prompt recovery. 

When dietary supplementation is the 
indicated means of increasing the nutri- 
ent intake, the food drink, Ovaltine in 
milk, can prove highly beneficial. Pro- 


viding significant amounts of all nutri- 
ents considered essential, it virtually 
assures dietary adequacy when the rec- 
ommended three glassfuls daily are 
taken in conjunction with even a fair 
diet. 

Temptingly delicious and readily 
digested, this dietary supplement fits 
well into the framework of most indi- 
cated diets, and finds ready patient 
acceptance. Its generous nutrient con- 
tent is detailed in the table below. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings of Ovoltine, each made of 
Ya oz. of Ovaltine and 8 oz. of whole milk,* provide: 


AT 
CARBOHYDRATE 
CALCIUM 
PHOSPHORUS... . 
IRON 


VITAMIN A 
VITAMINB:. 1.16 mg. 
RIBOFLAVIN 

NIACIN 


. . 0.94 Gm 


VITAMIN D 
CALORIES 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content, 
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AMPHOJEL'S ANTACID GEL 
raises gastric pH to 
noncorrosive levels 


AMPHOJEL'S 
DEMULCENT GEL 
coats gastric 
mucosa with 
protective film 


For the Peptic Ulcer Patient 


“Double gel” action 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL WYETH 


p 0 te cti 0 Provides prompt relief. olkalosis 


or acid r 
benefit, prescribe AMPHOJEL LIQUID 


supplemented with AMPHOJEL TABLETS 


s 
. for home and office therapy, 
s 

a for handy “between times” therapy. 


LIQUID: Bottles of 12 fi. oz. TABLETS: 10 gr., 
boxes of 60; 5 gr., boxes of 30, bottles of 100 


Wijeth \ncorporated Philadelphia 3, Pa. Mijeth 
ry 
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Ask your secretary to write for a copy of 
this informative folder which fully de- 
scribes Baker's Modified Milk—Powder and 
oe Liquid feeding directions. 


fa * 


BAKER’S HAS 7 
DISTARY ESSENTIALS: 
SICIANS 


1. High protein content—ample 
amino acid supply for growth. 
2. An adjusted fat—butterfat replaced. 
3. Two added sugars—lactose and dextrose. 
4. Full requirements of Vitamins A and B). 
5. Not less than 800 units of Vitamin D per quart. 


6. Added iron. 
7. Zero curd tension. 


THE BAKER LABORATORIES INC. 
Main Office: Cleveland, Ohio Division Offices: San Francisco, Los Angeles, 
Plant: East Troy, Wisconsin Dallas, Denver, Seattle and Greensboro, N. C. 


Mo. 4 
| 
@ POWDER OR 
MODIFIED MiL* 
D 
@ 
MODIFIED mitt 
Made from Grade A Milk 
BAKER’S MODIFIED MILK 
NUTRITION 
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the 
quieting 


—in preoperative apprehension... 
postoperative restlessness... 


dysmenorrhea .. . 
vomiting of pregnancy... 
eclampsia... 

hypertension... 

pyloric spasm... 


EASILY OPENED 
SERRATED AMPUL 


— luminal Sodium Powder is 
available in a new, constricted- 
neck ampul—serrated for 
easy opening. Only moderate 
pressure is required to 
moke the file cut. 


LUMINAL’ SODIUM 


BRAND OF PHENOBARBITAL SODIUM 
Sedative ... Hypnotic... Antispasmodic 


In conditions of excitement of the nervous system, 
as well as in certain spasmodic affections, Luminal 
Sodium acts as a soothing, quieting agent to tran- 
quilize hyperexcitability or to curb convulsive 
paroxysms. Small doses have a pronounced 
sedative and antispasmodic action. Large doses 
ore markedly hypnotic. 


For oral use... tablets of 16 mg. (%4 grain), 32 mg. 
(Y% grain) and 0.1 Gm. (1% grains). 

For parenteral use .. . solution in propylene glycol 
0.32 Gm. (5 grains) in 2 cc. ampuls; 

powder 0.13 and 0.32 Gm. (2 and 5 grains) in ampuls. 


New Yorn N.Y. Winosor, OnT. 


luminal, trademork reg. U.S. & Canada 
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A Modern Hospital 
for the 
Treatment of Alcoholism 


Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


H of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 


: both male and female. 


Under the direction of a competent licensed M. D. with five 


consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quiet serene mountains 


of Virginia, conducive to rest, comfort and recuperation. Doctors inspection invited, 


For information phone or write. 


Five Miles West of Roanoke on Route No. 11. 
Salem, Virginia — Phone Salem 4761 


Copyright 1948. H. N. Alford, Atlanta, Ga. 
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“OR sure... 
it’s 


easy 


for you 


.-. but you aren’t half-starved all the time like me... 


since you put me on this reducing diet.” 


The doctor who has to listen to such complaints certainly needs a “tin ear”. 
Especially if he hasn't prescribed Efroxine Hydrochloride. 
With Efroxine the patient won't complain of difficulty with the weight- 
reducing diet because Efroxine depresses the appetite so effectively. 
Efroxine has a number of advantages over other sympathomimetic amines: 
.. It has a more rapid and longer-lasting effect with smaller dosage. 
.. It has little pressor effect in the recommended dosage range. This advan- 
tage is particularly valuable in the treatment of obesity. 
... It increases the urge to activity with relative freedom from irritability and 


nervous tension. 


Efroxine Hydr ochloride Tablets and Elixir 


Maltbie Brand of Methamphetamine Hydrochloride 


gh AX) Laboratories, Inc., Newark 1, New Jersey 
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SCIENTIFIC SUPPORT NEEDS 


Prenatal + Postoperative - Postnatal 
Pendulous Abdomen - Breast Conditions 
Hernia + Orthopedic - Lumbosacral + Sacro-iliac 
Dorsolumbar + Visceroptosis - Nephroptosis 


@ Developed ond improved over four decades of close 
cooperation with the profession, basic CAMP designs 
for all basic scientific support needs have long earned 
the confidence of physicians and surgeons here and 
abroad. All incorporate the unique CAMP system of 
adjustment. Regular technical and ethical training of 
CAMP fitters insures precise and conscienti ttenti 
fo your dati at derote prices. 
If you do not have a copy of the latest CAMP “REF- 
ERENCE BOOK FOR PHYSICIANS AND SURGEONS,” 
it will be sent on request. 
S$. H. CAMP and COMPANY, Jackson, Michigan 
World's Largest Manuf of Scientific Supports 
New York * Chicago * Windsor, Ontario * London, England 


YOU MAY RELY on the merchants in your community who 
display this emblem. Camp Scientific Supports are never 
sold by door-to-door canvassers, Prices are always based 
on intrinsic value. 
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OCTOBER 16-21 


Communities throughout the nation are preparing to mark 
this important event in popular health education. A series 
of full color posters are nationally distributed in schools, 
colleges, factories, Y's, clinics, health centers and other in- 
stitutions, These two heavily illustrated booklets have been 
widely accepted by physicians everywhere for distribution to 
their patients. Their titles are: ‘Blue Prints for Body Balance” 

fr { and ‘The Human Back... its relationship to Posture and 
Health.’ Ask for somples or the quantity you need on your 
letterhead. Write to SAMUEL HIGBY CAMP INSTITUTE FOR 
BETTER POSTURE, Empire State Building, New York 1, N. Y. 
Founded by S. H. Camp and Compony, Jackson, Mich. 


/, 
CAMP FOR ALL BASIC 
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measured in minutes 


THE UPJOHN COMPANY, KALAMAZOO 99, MICHIGAN 


Rapid anticoagulant effects are 
available with Heparin Sodium 
preparations, developed by Upjohn 
research workers. In a matter of 
minutes, coagulation time can be 
lengthened to offset danger from 
thrombosis and embolism. With 
Depo*-Heparin Sodium, prolonged 
effects lasting 20 to 24 hours may be 
obtained with a single injection. 
Therapy with these Upjohn anti- 
coagulants is distinguished by 
promptness of action, simplicity of 
supervision, and ready controlla- 


bility. 


* Trademark, Reg. U.S. Pat. Off. 


Upjohn Medicine... Produced with care... Designed tor health 
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When little patients 
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aT medicine usually meets a chilly reception 

in small fry circles. But if Junior likes candy, you can melt the ice 

by prescribing Dy/cet PENICILLIN Tablets. These small, easy-to-take cubes 
taste like a confection, yet pack a potent antibiotic wallop—50,000 or 
100,000 units penicillin G potassium per tablet. Each Du/cet Tablet is 
buffered with 0.25 Gm. calcium carbonate to minimize loss of therapeutic 
value through destruction in the stomach. From first to last in every 
bottle, the tablets are carefully standardized for accurate dosage, stable 
indefinitely at room temperature. @ Du/cet PENICILLIN Tablets are in 


pharmacies everywhere, in bottles of 12 and 100. 
Prescribe them the next time penicillin is indicated. CObbott 


DULCET 


Potassium Tablets (Buffered) “MEDICATED SUGAR TABLETS, ABBOTT 
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To secure the most normal life 

for the diabetic is ever the goal 

of Lilly research in diabetes. 

Iletin (Insulin, Lilly) 

was the first Insulin 

to be made available commercially 
in the United States. 

Although Lilly and Insulin 

have been intimately identified 
since 1922, Eli Lilly and Company 
has not been content 

to rest on its laurels; it has accepted 
the challenge and responsibility 
of seeking improvements. 
Wherever and whenever 
important developments 

are in progress, 

Eli Lilly and Company 

is usually an active participant. 
Medicine continues to look to Lilly 
for the latest improvements 

in diabetic therapy. 


Detailed information and literature 


on ILetin (INsutin, Litty) are sup- 


plied through your M.S.R.* 


*M.S.R.—Lilly Medical SERVICE Representative 
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BREATHLESSNESS, PALPITATION, AND DIZZINESS 
AS PSYCHOSOMATIC SYMPTOMS 
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Since a large number of patients have been 
referred to the psychiatric section of the 
Mayo Clinic complaining of breathlessness, 
palpitation and dizziness, it seemed possible 
that such symptoms are a frequent problem 
in the general practice of medicine. These 
patients are referred originally for study 
with such diagnoses as coronary occlusion, 
angina pectoris, asthma, or, occasionally, 
root pain from a spinal cord tumor. For the 
most part the symptoms have been described 
as occurring in acute episodes. 

When a patient is seen during or immedi- 
ately after an attack of apparently acute air 
hunger, complaining of uncomfortable feel- 
ings about the heart with palpitation and diz- 
ziness, it is certainly necessary to consider 
seriously the presence of a cardiorespiratory 
disorder. Yet it must be remembered that 
these symptoms are frequently indicative of 
a psychosomatic disorder. 

Patients with this complex of symptoms 
may be seen in different situations. An ap- 
parently healthy young woman may come to 
the office complaining of symptoms of short- 
ness of breath, pounding of the heart, and 
giddiness. Examination frequently fails to 
disclose any abnormal physical condition. 
During the course of the examination the 
patient may appear restless and unduly dis- 
turbed about her physical condition, and may 
complain of sensitivity under the left breast 
when the heart is palpated. She may blush or 
appear to perspire unduly. 


: Read before the North Carolina Academy of General Practice, 
Durham, March 19, 1950, 


A * Consultant in Psychiatry, Mayo Clinic, Rochester, Minne 


; associate professor of psychiatry, Graduate School, 
University of Minnesota. 


Or one may be called out in the middle of 
the night to see a middle aged man, who says 
that he awakened shortly before, quite out 
of breath, with his heart pounding, and with 
a feeling that he was about to die. Again, 
physical examination often gives little clue 
to. the patient’s obvious discomfort and 
alarm. Such attacks may be repeated so fre- 
quently that the patient becomes a nuisance 
and soon finds himself, unless under the care 
of a wise physician, subjected to a compli- 
cated and prolonged diagnostic search for 
some physical will-o’-the-wisp. During such 
diagnostic procedures, a number of opinions 
and therapeutic suggestions, sometimes dia- 
metrically opposed and conflicting, are of- 
fered to the patient. In spite of those advices 
and various pharmacologic ministrations, his 
illness often increases in severity. Eventu- 
ally, as a last resort, the patient may be sent 
to a psychiatrist. 

While many patients with symptoms of 
shortness of breath, giddiness and palpita- 
tion are seen and treated by psychiatrists, by 
far the greater majority are managed by 
their own physicians. Furthermore, the treat- 
ment of many of these patients is reasonably 
successful over long periods of time in the 
hands of certain practitioners. Within the 
past six months I have re-examined several 
patients who were seen shortly after World 
War I with the series of symptoms men- 
tioned. These patients had returned home 
and, though troubled from time to time by 
their symptoms, had managed to raise a 
family and maintain their positions. Al- 
though they were never entirely well or with- 
out symptoms and although nothing was 
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learned in regard to the effect of their con- 
tinuing illness upon their children, they had 
remained effective members of their com- 
munity. Unfortunately for the thesis to be 
developed, few details of the care provided 
them by their local physicians were ob- 
tained. 
The Hyperventilation Syndrome 

Quite commonly the patient who is re- 
ferred for psychiatric study, after extensive 
examinations to determine the cause of these 
symptoms, inquires—and often with obvious 
resentment—whether his condition is imag- 
inary. When informed that this is not the 
case, he occasionally comments that his 
friends or medical attendants seem to feel 
that it is. Their attitude has aroused his 
indignation, and feelings of personal doubt 
and shame. 

Most certainly the patient’s symptoms are 
not imagined. Usually these psychosomatic 
symptoms are an expression of the hyper- 
ventilation syndrome. If this symptom com- 
plex is not diagnosed before the patient com- 
plains of numbness of the extremities and 
face or until overt signs of tetany develop, 
it wi.l frequently go unrecognized. The initial 
symptom of overbreathing is lightheadedness 
or giddiness. If hyperventilation is con- 
tinued, the patient has a feeling that he is 
about to faint; his gait may seem unsteady, 
and he may perspire profusely. The next de- 
velopment is a sensation of air hunger, with 
a feeling of pressure in the thorax. Some pa- 
tients refer this to the heart, while others 
speak of it as a “band-like” feeling. At this 
point the patient often becomes panicky and 
increases the depth and rate of his breathing, 
thereby aggravating the initial cause of his 
subjective symptoms. Tingling sensations 
then develop in the tips of the extremities, 
about the mouth, and sometimes around the 
eyes. There may ensue tetanic contractures 
of the fingers and toes. With growing panic, 
disturbances of awareness and even hysteri- 
cal behavior may follow. The attack, if con- 
tinued further, may actually lead to loss of 
consciousness. 

The initial stage of overbreathing may be 
so slight in degree that it escapes the aware- 
ness of the patient. The irregular respiratory 
rhythm of the anxious person, with his ten- 
dency to sighing and yawning may, if suffi- 
ciently prolonged, lead to a considerable re- 
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duction in his alveolar carbon dioxide ten- 
sion, producing the symptoms of hyperventi- 
lation and consequent alkalosis without ob- 
vious overbreathing. 

In those patients who present only the in- 
itial symptoms of giddiness, breathlessness, 
and palpitation or a pressure sensation in 
the thorax, it is well worth while, diagnosti- 
cally and therapeutically, to have the patient 
overbreathe for a period of two minutes while 
in a sitting position. Customarily, I demon- 
strate to the patient what is desired by per- 
sonally breathing deeply and rapidly for a 
few seconds. Then he is requested to attempt 
the same for two minutes, or as long as he 
feels able. Many patients will discontinue the 
overbreathing in sixty or ninety seconds, stat- 
ing that they cannot go on. With some, en- 
couragement is needed to have them pursue 
the test for a sufficient period of time. If 
the patient’s symptoms are due to hyperven- 
tilation, they will be reproduced by this pro- 
cedure, often to the surprise of the patient. 
More important, perhaps, than the diagnos- 
tic value of this test is the realization it gives 
the patient that the physician has the pro- 
per respect for his symptoms and for him as 
a person. This is the first step in the man- 
agement of his anxiety state. In a few in- 
stances the reproduction of the patient’s 
symptoms through the diagnostic hyperventi- 
lation test, together with advice as to how an 
attack of hyperventilation may be controlled 
by rebreathing into a paper bag, is suffi- 
cient to relieve the patient. 

Anxiety as a Cause of Hyperventilation 

However, the majority of patients with 
the symptoms mentioned are suffering from 
more deep-seated emotional disturbances, in 
which anxiety is manifested episodically 
through the symptoms described. Oftentimes 
these symptoms are only a small portion of 
the total complaint. Additional questioning 
may reveal significant difficulties in the pa- 
tient’s past performance in his social, intel- 
lectual, and occupational life. 

There is no necessity to elaborate to any 
medical group the multiple physiologic mani- 
festations of anxiety. All of us recognize that 
the structure and function of the autonomic 
nervous system—the nervous system through 
which anxiety and other emotions are dis- 
charged—are such that symptoms of anxiety 
may be referred to any organ or system. It 
is not surprising that anxiety should make 
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itself manifest through the respiratory sys- 
tem. From the first breath of the infant, emo- 
tions are expressed through the respiratory 
system; laughing, crying, sighing, talking, 
screaming, and whispering are all expressive 
of various emotions which require the utili- 
zation of the respiratory musculature. The 
difficulty in understanding the origin of anx- 
iety attacks lies perhaps in the unfortunate 
manner in which this term is defined. It has 
been stated that anxiety denotes apprehen- 
sion, fearfulness, or fear. By some it has 
been defined as an unpleasant emotion, or 
as an emotion generated by a conflict of 
forces in the economy of the person and used 
by the ego as a warning signal that the per- 
sonality has been threatened. The threat, it 
has been stated, may come from outside the 
body or from forces that arise within the 
personality. Anxiety has been contrasted with 
fear. And fear has been described by some 
psychiatrists as anxiety which results from 
an external force. 

Those definitions have never been of assis- 
tance to me in trying to uncover the causa- 
tive factors responsible for the acute anxiety 
attacks of my patients. Sullivan’s precise def- 
inition of anxiety, on the other hand, de- 
scribes this emotion in interpersonal terms 
and immediately delineates the data which 
one must seek in order to determine the ori- 
gin of a specific anxiety attack occurring in 
a particular individual and in a particular 
situation. To Sullivan, anxiety is a state of 
tension which occurs when one is in anticipa- 
tion of an unfavorable estimate by some oth- 
er significant person. I wish to repeat that: 
Anxiety is a state of tension which occurs 
when one is in anticipation of an unfavorable 
estimate by some other significant person. In 
other words, if you wish to understand the 
cause for an acute anxiety state, the economic 
way to do so, after satisfying yourself that 
the original symptoms are not due to some 
physical disease, is to turn your immediate 
attention to the personal relations of the 
patient. 

This statement does not mean that the 
symptoms mentioned are always due to the 
dread or expectation of unfavorable recep- 
tion by another person. Certainly similar 
symptoms may be induced by fear of immi- 
nent destruction or by the frustration of 
some physical need. The following personal 
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observations, made during the recent war, 
may illustrate the situational differences ex- 
isting between fear and anxiety. The ship 
on which I served as neuropsychiatrist was 
responsible at one time for accepting for 
treatment patients evacuated from the Phil- 
ippine combat areas. The men reached this 
ship within a few hours to several days after 
their combat experience. Those with symp- 
toms of combat neurosis were still subject 
to attacks of gross panic, characterized by 
tremulousness, breathlessness, palpitation, 
giddiness and other complaints, when they 
were disturbed by noises or at night when 
they were suffering combat dreams. Their 
symptoms rapidly subsided when the ship 
withdrew from the combat zone and their 
fear of imminent death was alleviated. 

At another time it was the ship’s assign- 
ment to move some of these men, now sta- 
tioned in base hospitals far behind the com- 
bat zone, to the United States. Such patients 
usually began the trip with a high degree of 
enthusiasm. However, in the last two or three 
days of each voyage it was apparent that a 
number of the men were again in difficulty. 
Their symptoms recurred; they slept less 
well; and more than one made suicidal at- 
tempts. These men now had anxiety—anx- 
iety over the manner in which they would 
be received by their families, wives, and 
friends. How would they explain their re- 
turn to their home from the combat area 
without a wound? Would they be accepted 
by their friends and relatives as having hon- 
orably discharged their duties? Could they 
accept for themselves the inability to con- 
tinue with their units in combat? 


Uncovering the Causes of Anxiety 

Revealing histories concerning the cause 
of the acute anxiety attack are often ob- 
tained by using the following method. Once 
a careful physical examination has been com- 
pleted and it is certain that no organic ex- 
planation exists, the history of the attack in 
which the patient had his symptoms should 
be reviewed. At this time details should be 
sought as to the social setting in which the 
attack occurred. The patient should be asked 
to recount everything that took place just 
prior to the onset, including the company he 
was keeping and even the conversation and 
his thoughts relative to this conversation. It 
may be learned that the patient was then in 
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company with some person important to him 
—a parent, wife, employer, or close friend— 
and that the nature of the relationship at the 
time was conducive to the development of 
doubt regarding himself. He may have ex- 
pected criticism for something he had done, 
or he may have been anxious over his own 
impulses of anger or resentment toward the 
other important person. In some instances 
he may have been concerned over other so- 
cially prohibited impulses, such as sexual de- 
sires. 

Needless to say, one does not always devel- 
op this information when first discussing 
the setting of the anxiety attack with the 
patient. However, such patients invariably 

‘have further attacks, and the attempt to an- 
‘alyze the interpersonal conflict initiating 
‘each individual attack usually bears fruit. 
Eventually a more or less consistent pattern 
producing the anxiety attack becomes evi- 
dent, if the patient is given the opportunity 
‘of discussing in detail the setting of each 
individual attack. As he becomes aware of 
the similarity of the conflicts arousing the 
‘anxiety in each situation, and is able to ac- 
‘cept the emotion generated thereby, his 
_symptoms disappear. 

Of course there are many patients who 
have the episodic attacks of breathlessness, 
_palpitation, and giddiness when alone, either 
‘awake or asleep. The anxiety attack which 
“occurs when the patient is awake and alone 
_is probably induced by tension resulting from 
anticipation of some unfavorable estimate by 
‘another individual. These inner thoughts, 
hard to express and often not easily recalled, 
‘are not obtained without difficulty. Never- 
theless, the patient should be asked about 
his thoughts immediately preceding the on- 
set of his symptoms. Not infrequently this 
question yields some immediately revealing 
information. 

It is extraordinary how frequently the 
acute anxiety attack occurs at night and is 
mistaken for an attack of nocturnal dyspnea 
due to cardiac disease. It is also extraordi- 
nary that, in our eagerness to assess the pos- 
sible physical factors underlying an illness, 
we seldom try to imagine the patient’s pos- 
sible experience and its emotional effect upon 
him. The commonest cause for awakening 
at night startled, short of breath, in a sweat, 
with palpitation of the heart, is a terrifying 
dream or nightmare. If the patient is then 
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overwhelmed by panic, an attack of hyper- 
ventilation may ensue. The psychic origin of 
the nocturnal attack is frequently missed, 
simply because the physician does not ask 
whether the patient was dreaming. 


Methods of Management 
Three specific cases will serve to illustrate 
the management of patients with these symp- 
toms. 


Case 1 

A 25 year old woman was referred by her physi- 
cian with a statement that she was suffering from 
transitory attacks of stiffness in the hand. It was 
learned that three years previously she first had 
an attack in which she seemed short of breath, and 
within a few moments felt giddy and had some 
tingling sensations in the fingers of her hands; 
shortly thereafter a cramp-like spasm developed in 
the fingers of the hand and persisted for several 
minutes. She could not recall the setting in which 
the attack occurred. She was examined carefully at 
this time, but no physical disease was discovered. 
She remained well until two years later, when she 
had a similar attack while taking flying lessons. The 
condition cleared up immediately after the plane had 
landed. A similar seizure occurred four months later. 

A careful study failed to reveal any disturbance 
of metabolism or of the endocrine system. From her 
description of the attacks it was felt that she might 
have been suffering from hyperventilation. She was 
unable to recall the details of her thoughts and feel- 
ings in relation to her first attack, but did mention 
that she was fearful about flying before the second 
and third attacks. The patient was asked to over- 
breathe, and within a period of two minutes there 
developed the full blown picture of a tetanic con- 
tracture of the hand, as well as paresthesias of the 
extremities and face, and subjective sensations of 
giddiness and faintness. She was informed that her 
symptoms might recur in situations where she was 
made anxious or fearful, and advised that the symp- 
toms could be relieved by rebreathing or by holding 
her breath. She has remained free of symptoms since 
this demonstration several years ago. 


Case 2 

This patient was a 57 year old woman who had 
been under medical care since her menopause at the 
age of 50. At the onset of the menopause she com- 
plained of headaches, nausea, tremulousness, and 
cold sweats. Her blood pressure was found to be 
180 systolic, 90 diastolic. She was treated by diet and 
Theominal, and made regular visits to her physi- 
cian. She did well for a period of five years, until 
her treatment by this physician was abruptly ter- 
minated when her husband had an argument with 
the doctor’s wife. 

The patient was brought to me two years later 
by her husband, who stated in her presence that he 
could no longer stand her “huffing and puffing.”’ In 
the intervening two years he had taken her to sev- 
eral other physicians for her increasingly frequent 
and severe attacks of dyspnea. The patient described 
these as occurring only in the morning upon awak- 
ing. She then seemed short of breath, and soon 
became dizzy and weak; she noticed palpitation, fol- 
lowed by tingling and numbness about the mouth and 
tips of the extremities. The attacks now were oc- 
curring daily. Each morning they prevented her 
husband and daughter from going to work, and kept 
her from preparing the breakfast and doing the 
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housework. She had been advised to “snap out of 
it,’ and had been given sedatives and ammonium 
chloride without avail. 

The only abnormality observed on physical ex- 
amination was a slight elevation of blood pressure. 
She was requested to hyperventilate, and it was 
demonstrated to her that her symptoms could be 
reproduced by this mechanism. The patient was con- 
sidered to have essential hypertension complicated 
by attacks of hyperventilation due to anxiety. 

From spontaneous remarks made by the patient 
at this time, it was learned that during the period 
of overbreathing she was concerned about dying— 
not the possibility of her own death, but the death 
of her husband. She spoke of the recent death of 
her brother from heart disease and cancer. She went 
on to state that her children had now grown up and 
no longer needed her. It was learned that the family 
recently had threatened her with hospitalization in 
a mental institution. Her past history indicated that 
she was a driving, energetic woman who had been 
completely immersed in her family and who felt lost 
since her children had grown up and left the family 
home. It was inferred from her remarks about death 
that she harbored some resentment toward her hus- 
band, who certainly showed little sympathy with her 
during the initial interview. It appeared that her 
anxiety attacks were induced when she repressed 
resentful feelings toward her husband and family— 
emotions which were unacceptable to her, as they 
also threatened further separation from her family. 

When seen next, she stated that she had not had 
further attacks of breathlessness. It was learned that 
she had married her husband suddenly after being 
jilted, and had given up an excellent job at the 
time. Her own daughter had been jilted some six 
months ago. She described her husband as being 
self centered, buried in his work, disinterested in 
social life, and disparaging in his attitude toward 
her activities at church and her recreations. He was 
seen and advised to spend more time with his wife. 

In three subsequent visits she was encouraged to 
ventilate her unacceptable feelings in regard to her 
husband and family. She commented on the fact that 
she wished to resume typing and piano playing. 
She was frank in speaking of her anger toward her 
husband for his years of indifference and obstinacy 
and ridicule, culminating when he forbade her to 
continue to attend the doctor who had helped her 
so well throughout the menopause. The patient was 
encouraged to plan activities outside the home which 
might help to,make her less dependent on the fam- 
had been without over- 


the patient 


y. 
When 
breathing attacks and without drugs for more than 


a month, and was again doing her housework, she 
decided that further treatment was unnecessary, 
since her immediate symptoms had been relieved. 
This case illustrates several important fac- 
tors in the management of these cases. First, 
the patient was made aware of the physiolo- 
gic mechanism underlying the attacks by 
having her hyperventilate. This test also 
made her realize that her symptoms were re- 
garded as significant in themselves. Second, 
a series of simple psychotherapeutic discus- 
sions allowed the patient to express herself 
freely in regard to her emotions and attitude 
toward her family. This ventilation of her 
feelings, interspersed only with a few direc- 
tional questions indicating her possible an- 
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ger and resentment, relieved her of her symp- 
toms. The patient’s own statements were re- 
peated to her verbatim in order to indicate 
to her her feelings toward others. Third, this 
patient was an excellent choice for brief psy- 
chotherapy, as she gave a history of previous 
satisfactory adjustment at home, at work, 
and in marriage. 

Not all patients presenting these symptoms 
have such superficially imbedded and easily 
exposed sources of anxiety. Very frequently 
such persons are suffering from a long stand- 
ing, complex psychoneurosis, as is indicated 
by a history of other symptoms and of dif- 
ficult adjustment in the parental home, at 
school, or later in various adult activities. 
Such patients are unsuitable for attempts at 
brief, uncovering psychotherapy of the type 
used in case 2. 

Case 3 

A 27 year old woman came in complaining of 
episodic attacks characteristic of hyperventilation. In 
addition, she described multiple fears. There were 
phobias about getting on streetcars or busses, going 
to the movies, and going out to supper. She was 
also afraid that she would not live up to the ex- 
pectations of her mother, was dubious about her 
own. capabilities, and indicated that her marriage 
was in difficult straits and that she had previously 
been separated from her husband for a period of 
eighteen months. She stated that their only son was 
a bed-wetter. 

Brief questioning elicited the information that 
her mother had been a nagging, sadistic person, who 
unmercifully switched the patient and her brother 
whenever they failed to obey her command. The fa- 
ther, a mild, subservient individual, had seldom been 
at home. The patient was a quiet and obedient, 
though fearful, child, usually timid and retiring, 
who felt that she must always acquiesce to the 
wishes of others or be subject to their criticism and 
withdrawal of affection. 

The diagnosis in this case was long standing anx- 
iety neurosis, associated with the hyperventilation 
syndrome and a phobic state. The anxiety attacks 
occurred regularly in situations wherein the pa- 
tient’s husband or mother, or even the doctor did 
something or said something to arouse her anger. 
She could not allow herself to express her anger, 
as she feared that this would lead to further criti- 
cism and rejections. Although the majority of anx- 
iety attacks were relieved after several months of 
psychiatric treatment, she was not entirely free of 
her symptoms of dizziness and palpitation and of her 
phobias until a year of regular visits had elapsed. 

The physician who first sees the patient 
presenting these psychosomatic expressions 
of anxiety should, as soon as he has made his 
diagnosis, decide on some positive approach 
to treatment. The patient whose symptoms 
are of recent onset, who is known to have 
been successful in his business, marriage, and 
social life, and who has no symptoms indica- 
tive of a complicated psychoneurotic or psy- 
chotic process may be expected to do well 
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with simple medical treatment along the lines 
described. Patients whose family and per- 
sonal histories indicate serious disturbances 
in the past should, if possible, be referred to 
a psychiatrist for treatment. However, there 
are some instances in which this cannot pos- 
sibly be done. In either circumstance, addi- 
tional time devoted to getting a detailed his- 
tory of the interpersonal situation in which 
the attacks of giddiness, breathlessness and 
palpitation occur, allowing and encouraging 
the patient to speak freely of his ideas and 
attitude in regard to his illness and to those 
about him, will be found highly rewarding. 
If such patients require medication, it is pref- 
erable to give them small doses of the bar- 
biturates, rather than morphine or other 
narcotics, including Demerol. 

There is one prerequisite to the successful 
handling of the patient with an anxiety state. 
This is freedom from anxiety in the physi- 
cian himself. Patients often comment on the 
apparent uneasiness of their doctors, be- 
trayed through failure to state directly that 
the symptoms are due to nervousness or anx- 
iety, through the prescription of a multitude 
of drugs in order to provide symptomatic re- 
lief, and also through the need to repeat diag- 
nostic tests already performed, or to subject 
the patient to new and more complicated di- 
agnostic procedures. The patient’s impression 
of the seriousness of his condition often bears 
a direct relationship to the number of ex- 
aminations, special tests, and medications 
which are administered to him. None of us 
are equipped, through training or experience, 
to treat all conditions effectively. Nor are 
we equipped by temperament to handle all 
varieties of emotional disease. If there is un- 
easiness or doubt in the physician’s mind re- 
garding his relationship to a particular pa- 
tient, this should be recognized for what it 
is—personal anxiety—and as an indication 
that this patient might better be treated by 
a colleague. 


Many troubles of the general practitioners are 
due to faults of their own. The chief of these is 
laziness. This makes them fail to make diagnoses 
they should be able to make, and to give treatments 
they ought to give, It makes them neglect to read 
medical journals and to do postgraduate study. It 
makes many of them mere directors of patients to 
specialists. No wonder patients so treated by their 
family doctor by-pass him, and go directly to the 
specialist.—-W. D. Gatch: The Preservation of Gen- 
eral Practice, J. Indiana M. Assoc. 41:826 (August) 
1948. 
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THE ROLE OF THE PHYSICIAN IN THE 
DIAGNOSIS OF BREAST CARCINOMA 


EUGENE P. PENDERGRASS, M.D. 
PHILADELPHIA 


Although hundreds of scientists have 
worked for years on studies of cancer, the 
fundamental principle in the treatment of 
the disease has not changed. Today, as in the 
earliest known time, the only way to treat 
cancer successfully is by removal or destruc- 
tion of the cancerous tissue. 


Early Treatment of Cancer Requires Early 
Discovery 

The public is being educated to under- 
stand that early cancer is curable. In order 
to treat cancer early, it must be discovered 
early. The best chance of removing or de- 
stroying cancer completely is while it is all 
in one place—that is, before it has metasta- 
sized. This is called the first stage of can- 
cer. Both the patient and the physician share 
in the responsibility for discovering the dis- 
ease while it is in this stage. 

The patient is the first line of defense 
against cancer. It is her responsibility to 
watch for those signs of cancer which can 
be seen or felt, and to consult a competent 
physician immediately if she notes a cancer 
sign or symptom; and whether she has evi- 
dence of the disease or not, to present herself 
to her physician regularly for a thorough 
physical examination. It is the physician’s 
responsibility to look for and to be able to 
recognize signs of early cancer, both ex- 
ternal and internal. 

The exterior of the body is easily inspected 
and examined by the individual herself, and 
the responsibility for detecting the earliest 
signs of external cancer, therefore, is upon 
her. If she does not watch for those signs, or 
if, after discovering them, she does not seek 
competent medical care until cancer has 
passed its early and most curable stage, she 
has no one but herself to blame for the con- 
sequences. 


The Role of the Physician 


The physician has an important role to 
play in the early diagnosis of cancer. His 
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efforts should be concerned with (1) im- 
proving his own diagnostic ability, and (2) 
teaching his patients how to recognize can- 
cer themselves. 

Over the years, doctors in certain fields 
of medicine have stimulated their patients 
to learn how to help in their own care. This 
preventive type of medicine has been em- 
ployed with considerable success by obstet- 
ricians in pre- and post-natal cases; by pe- 
diatricians in infectious disease; by clinicians 
in the care of diabetes; and by phthisiolo- 
gists in the treatment of tuberculosis. It is 
my belief that a program of education can be 
prepared and given to each patient by his 
or her doctor which will greatly increase the 
opportunities for early diagnosis in cancer. 

A woman who wants to keep herself off 
the breast-cancer casualty list should ex- 
amine her breasts for cancer signs once a 
month if she is past 35 years of age. If she 
is younger she need not examine them so fre- 
quently, but she should do so two, three, or 
four times a year, depending on her age. The 
object of these frequent examinations is to 
detect signs of cancer as soon as they ap- 
pear, so that diagnosis and treatment may 


be secured without delay. Delay is cancer’s 
greatest ally. 


What to Look for 

The signs of breast cancer, which may also 
be signs of some other abnormal condition, 
are: 

. A lump. 

. Deformity—that is, deviation from 
the normal contour of the breast. 

. Skin attachment—that is, dimpling 
or pulling in of the skin over the 
breast, making a slight depression. 

. Retraction of the nipple. 

. Bleeding or a discolored discharge 
from the nipple. 

Ulceration. 

7. An enlarged lymph node in the arm- 
pit. 

Many of these signs may indicate some 
other abnormality rather than cancer, and 
a woman who finds such a sign should not 
be overcome with fear. She should, however, 
be put on the alert to consult her physician 
at once. Only he can make an accurate diag- 
nosis. If the condition is not cancer, her 
mind will be put at rest; if it is cancer, no 
time will be lost in securing treatment. 


BREAST CANCER—PENDERGRASS 
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Pain, as a rule, is either a symptom of 
late cancer or a symptom of some other ab- 
normality. 


Method of Examining the Breasts 
The following instructions should be given 
to the patient. 


Inspection 

The breasts can be inspected best before 
a mirror with both breasts uncovered. The 
inspection should be carried out in the erect 
and horizontal posture. Good light, prefer- 
ably daylight, without shadows is essential. 
One should note the size and position of each 
breast. The breasts often are different in 
size, shape, and position. One should de- 
termine whether one breast is higher than 
the other, whether there is dimpling of the 
skin at any point. The nipples normally are 
directed downward and outward, and occa- 
sionally they are retracted. Any discharge 
from the nipples, deviation from the usual 
alignment, or retraction is an important ob- 
servation. 

Every portion of each breast should be 
carefully inspected and compared with the 
opposite side. Such an inspection is facilitated 
by placing the arms over the head and rais- 
ing each breast gently, so that the lower 
portions of the breast may be seen. 


Physical examination 

The breast should be examined by placing 
the fingers on the breast and pressing gen- 
tly. The fingers should be moved from place 
to place on the breast until the entire area 
has been felt. If the breast is pendulous, the 
breast tissue should be gently examined be- 
tween the thumb and other fingers, the 
thumb being placed on the upper portion of 
the breast and the other fingers on the un- 
der surface. If there is a lump in the breast, 
it will usually be felt in the course of this 
examination. Small areas of breast tissue 
should not be pinched between the finger 
tips. If this is done, the rolling of normal 
breast tissue may: be mistaken for a lump. 

After completing the examination in the 
erect posture, the patient should lie down in 
a slightly oblique position, placing a pillow 
under the shoulder and chest so that the 
breast can be felt on the chest wall. Smaller 
lesions can often be demonstrated in this 
manner. With a hand mirror, one can see and 
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examine every portion of the breast and 
axilla. 

If patients are taught what to look for, 
they will often be able to find small lesions 
that might be overlooked by the physician. 
This is true in patients before and after op- 
erations. 

The examination should be made in the 
gentlest possible manner, care being taken 
not to bruise the breast tissue. 

If any abnormal signs are found, a phy- 
sician should be consulted at once. The pa- 
tient should avoid further manipulation of 
the breast. This precaution is doubly impor- 
tant if a lump is present. Repeated examina- 
tidn may result in separating small particles 
of tissue from the main growth and cause 
them to be carried through the lymphatic 
channels or the blood stream to other parts 
of the body, where new growth may be 
started. 

The patient’s examinations should be re- 
corded in a diary, used solely for that pur- 
pose. 


Mental Attitude Toward Breast Cancer 

The attitude of the individual woman to- 
ward breast cancer is an important factor in 
the control of this disease. Her attitude is 
going to determine whether we will continue 
to have 15,000 and more deaths annually in 
this country from cancer of the breast. She 
can take a sensible attitude toward the prob- 
lem, attack it with determination, and face 
whatever comes with courage; or she can be 
so fearful that she will not even look for 
signs of breast cancer, and will not act if 
she becomes aware of one. The first atti- 
tude will accomplish much; the second will 
accomplish nothing. 

There is only one sensible course of action 
for the woman who would guard herself 
against breast cancer. She must watch for 
early signs of the disease, knowing that the 
highest percentage of cures occurs in those 
cases in which it is discovered and treated 
in its early stage. If she finds a sign of breast 
cancer, she should seek the most competent 
medical service available to her and ask to be 
told the truth. 

What has been said concerning breast can- 
cer in women may be said also for men. 
Breast cancer in man is infrequent, forming 
only 1 to 2 per cent of the total number of 
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cases; but men, like women, seek medical 
advice late in many instances. 


Summary 

The physicians cannot be blamed entirely 
for the delay in the diagnosis and treatment 
of cancer; the patients themselves are fre- 
quently to blame. Let us as physicians try 
to attack the problem by telling our patients 
how they can help protect themselves. It has 
helped in other fields of medicine; it should 
help in the control of cancer. 


THE USE OF INSULIN AND AMYTAL IN 
THE TREATMENT OF CERTAIN FUNC- 
TIONAL GASTROINTESTINAL COM- 
PLAINTS, WITH PARTICULAR REF- 
ERENCE TO NAUSEA AND VOMITING 
M. RUSSELL BARNES, M.D.* 
and 
DAVID CAYER, M.D. 
WINSTON-SALEM 


Functional disturbances of the gastrointes- 
tinal tract have steadily increased in inci- 
dence and have assumed greater importance 
in medical practice. It has been estimated 
that 10 to 20 per cent of the patients in 
general hospitals are admitted primarily for 
evaluation and treatment of gastrointestinal 
complaints; in as many as 50 per cent of 
such persons, the presenting complaints are 
ultimately found to be functional. 

Functional gastrointestinal disorders are 
characterized by a variety of symptoms 
which are often related to some psychologic 
disturbance and for which no primary ana- 
tomic or physiologic cause can be demonstra- 
ted. These symptoms depend both upon the 
constitutional make-up of the patient, as in- 
fluenced by heredity and disease, and upon 
the intensity of the environmental stimuli. 
Functional gastrointestinal disturbance ap- 
pear most frequently in young persons — 
often as the result of added responsibitities 
such as marriage, or bearing, rearing, and 
supporting a family; the anticipation of fu- 
ture problems, real or imaginary; or the ap- 
pearance of discrepancies between ambition 
and capacity. 

From the Department of Internal Medicine, Bowman Gray 
School of Medicine of Wake Forest College, and the North 


Carolina Baptist Hospital, Winston-Salem, North Carolina. 
*Now at Highland Hospital, Rochester, New York. 
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Not all such disturbances occur in inade- 
quate or psychoneurotic patients. Many per- 
sons with reasonably good constitutional 
backgrounds seek reassurance as to the ab- 
sence of organic disease, as well as a logical 
explanation for complaints which persist in 
the presence of repeatedly negative physical 
and laboratory examinations. 

It is well known that anorexia and nausea 
will follow emotional disturbances even in 
completely stable individuals. In such per- 
sons, however, the symptoms are usually of 
short duration and minimal intensity. In a 
neurotic or constitutionally inadequate per- 
son the same conditions may produce severe 
and persistent symptoms. Often the patient 
with a functional gastrointestinal disturb- 
ance is fully aware of the relationship be- 
tween his digestive symptoms and emotional 
upheavals. In more chronic cases, however, 
the patient may have forgotten the stimulus 
originally responsible for his persistent gas- 
trointestinal disorders. 


Symptoms 

The subjective manifestations of gastroin- 
testinal neuroses are numerous, and may mi- 
mic those of any organic gastrointestinal dis- 
ease. While the chief complaint is usually 
that of “stomach trouble,” it may be de- 
scribed as an inability to swallow, filling up 
quickly on eating, epigastric discomfort, in- 
creased salivation, coated tongue and bad 
taste in the mouth, belching, nausea, post- 
prandial vomiting, heartburn, or epigastric 
gnawing. The mechanism by which such 
symptoms are produced is much debated. Al- 
though the refinement of physical and labor- 
atory techniques and the more frequent use 
of roentgen studies and gastroscopy have 
helped to separate the organic from the func- 
tional disturbances, there remains a large 
group of individuals in whom no anatomic 
or physiologic explanation can be found for 
the symptoms described. 


The Need for a Plan of Treatment 

Before the diagnosis of a functional gas- 
trointestinal disorder is made, all possibility 
of organic disease must be eliminated. When 
this has been accomplished to the satisfaction 
of both physician and patient, the physician 
has not discharged his obligation solely by 
reassuring the patient as to the absence of 
such disease. He should endeavor to provide 
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the patient with some rational explanation 
for his complaints, and to outline for him a 
regimen which may be expected to produce 
symptomatic improvement. 

The therapy of functional gastrointestinal 
disorders remains one of the more difficult 
problems in medicine. Follow-up studies on 
such cases reveal that the patient often de- 
cides that his case is hopeless and that the 
physician is inadequate. Because of lack of 
time, understanding, or interest on the part 
of the physician, many of these patients are 
left dissatisfied and wander from one doctor 
to another in the hope of obtaining relief. 

The most successful therapeutic regimens 
in general use at the present time are based 
on a bland diet, antispasmodics, sedation, 
and reassurance. Wilbur has reported that 
50 per cent of the patients for whom such 
a regimen was prescribed obtained relief 
from functional digestive disturbances for 
an average of two years". 


Physiologic Effects of Insulin 
Since Sakel, in 1933, first used insulin in 
the treatment of psychoses, it has been em- 


ployed for many other purposes, such as 
treating acute alcoholism and combat-preci- 
pitated psychoses, and improving the gen- 
eral physical state of malnourished individ- 
uals’). 

The frequent occurrence of gastrointestinal 
symptoms in patients with frank psychiatric 
disorders, and the rapid improvement and 
disappearance of these symptoms In many 
such persons following insulin sub-shock 
therapy suggested that insulin might be of 
value in the management of other functional 
gastrointestinal disturbances. 

The favorable effect of insulin on func- 
tional gastrointestinal disturbances has not 
been explained. Hohman and Kline®) postu- 
lated that insulin stimulates the sympathico- 
adrenal mechanism, restoring homeostasis. 
Gellhorn™ stated that the hypoglycemia pro- 
duces marked stimulation of the sympathetic 
nervous system. In sub-shock doses, insulin 
increases the volume of gastric secretions; 
higher dosages may depress the secretions. 
Hollander has reported that the volume and 
acidity of gastric secretion and of gastric 
motor activity can be increased for as long 
as two hours by administering enough in- 
sulin to reduce the blood sugar level below 
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50 mg. per 100 cc. Regin reported that gas- 
tric tone and contraction were first sup- 
pressed, then increased, after insulin. It 
seems fairly well established that insulin 
produces an increase in gastric tone, mo- 
tility, and secretions. 

The use of insulin is not without danger. 
The effects of insulin on the central nerveus 
system probably are due to metabolic anoxia, 
which may produce cerebral damage. Such 
changes, however, are invariably associated 
with shock, rather than sub-shock therapy. 
Gilbert™ has also reported cardiovascular 
changes resulting from disturbed cardiac me- 
tabolism and the action of adrenaline, which 
is secreted as a compensatory mechanism. He 
stated that the altered response of the heart 
to adrenaline, as well as the increased produc- 
tion of adrenaline, can be prevented by the 
use of Prostigmine. Farrell) has reported 
generalized cardiac enlargement and an in- 
crease in systolic and diastolic blood pressure 
following the administration of insulin. Such 
changes were not noted in the patients here 
discussed. 

Clinical Study 
Materials and methods 

Twenty-five hospitalized persons were di- 
vided into three groups as follows: (1) 11 
patients whose presenting complaint was 
nausea and vomiting which was functional 
in origin (table 1), (2) 18 patients with 
neuroses associated with nonspecific gastro- 
intestinal complaints (table 2), (3) 2 pa- 
tients with organic disease associated with 
nausea and vomiting (table 3). 

All patients were given a complete physi- 
cal examination by at least two and often 
three independent examiners. Where the his- 
tory or findings suggested any psychic fac- 
tor in the illness, a psychiatric consultation 
was obtained. Roentgen studies of the stom- 
ach, duodenum, small bowel, colon, and gall- 
bladder were done. In addition to the usual 
routine laboratory studies—such as the urin- 
alysis, blood counts, and a serologic test for 
syphilis—proctoscopy, gastroscopy, and liv- 
er function studies were performed when 
the symptoms indicated a need for these pro- 
cedures. All treatment was withheld until 
attempts to demonstrate organic disease had 
failed. 

The following routine was employed for 
the administration of insulin and Amytal, 


October, 1950 


Table 1 (Group 1) 
Patients with Functional Nausea and Vomiting 


of Symptoms 
Weight loss 


Duration 
(Pounds) 
« Recurrence 


Sex 
+4+++4+++++++4+ Improved 


+ No nausea or vomiting at the time of discharge. 
* Recurrence of initial complaints within two 
years, 


with minor variations depending upon the 
reaction of the patient. The day before treat- 
ment was started, a single injection of 10 
units of insulin was given before the evening 
meal to determine any possible sensitivity. 
The following morning, before the patient 
had eaten, 0.2 Gm. of Sodium Amytal was 
given orally at 7 a.m., and at 7:30 a.m., 20 
units of regular insulin was administered 
subcutaneously. This initial dose of insulin 
was increased by 5 units on each successive 
morning until the desired effects were ob- 
tained. The treatment was usually continued 
over a period of seven to ten days. Sodium 
phenobarbital, 0.1 Gm., was administered 
orally each night at bedtime. Side rails were 
applied to the bed, and the patient was not 
allowed to get up until after he had eaten 
breakfast. 

The optimal dose of insulin was consid- 
ered to be that producing hunger and other 
manifestations of moderate hypoglycemia 
without shock, stupor, or inability to cooper- 
ate with orders. Usually the patient would 
doze until awakened to eat. Breakfast was 
delayed until 9:30 or 10 a.m. Blood sugar 
levels immediately before breakfast were 
usually in the range of 40 to 60 mg. per 100 
cc. The concomitant use of Sodium Amytal 
appeared to allay to a considerable degree 
the anxiety which ordinarily results from 
hypoglycemia due to insulin. Only one pa- 
tient had evidence of a more advanced shock, 
and this responded readily to the oral admin- 
istration of carbohydrate. 
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Table 2 (Group 2) 
Patients with Neuroses Associated with 
Nonspecific Gastrointestinal Complaints 


Duration 
of Symptoms 
Weight loss 
Insulin 
(Units) 
Recurrence 


(Years) 
Total 


270 
230 
220 
280 
220 
225 
360 
130 
245 
260 
295 
240 
+ Increased appetite and amelioration of com- 
plaints by the time of discharge. 
* Recurrence of similar complaints within two 
years, 


— 
= 


(Pounds) 


F 
F 


+o+++++++++0 Improved 


Results and initial follow-up 


Group 1: As might be anticipated, the 


best results were obtained in the patients 
having nausea and vomiting as presenting 
complaints (group 1) rather than in those 


with ill defined, vague, and changing symp- 
toms. All the patients in group 1 showed 
great improvement (table 1). In most in- 
stances they ceased vomiting within three to 
four days after treatment was begun, and 
were relatively asymptomatic at the time of 
discharge. During a follow-up period of two 
years, only 2 patients in this group have had 
recurrences of the initial symptoms. In both 
cases a second course of insulin and Amytal 
was again effective for at least one year. 
Group 2: In all except 2 of the patients 
having neuroses with associated gastrointes- 
tinal complaints (group 2) and the imme- 
diate response to treatment was good (table 
2). Within a period of two years, however, 
recurrences of similar or even new gastro- 
intestinal symptoms were reported by half 
the patients whose courses could be followed. 
Group 3: One of the patients with or- 
ganic diseases, in whom a partial obstruc- 
tion of the small intestine was later demon- 
strated at operation, was unimproved by in- 
sulin and Amytal. In the second patient, how- 
ever—a 38 year old man, who had received 
insulin and Amytal sub-shock therapy in a 
psychiatric institution prior to being seen 
here—the treatment had resulted in prompt 
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Table 3 (Group 3) 
Patients with Organic Disease Associated with 
Nausea and Vomiting 


of Symptoms 
Weight Loss 
(Pounds) 
Total Insulin 
(Units) 


Duration 


Disease 


Mesenteric 
artery syndrome 40 F  3yrs. 46 915 0 
Brain tumor 388 M 6mos. 0(?)175 + 


+ Cessation of nausea and vomiting for six weeks. 


cessation of the symptoms of nausea and 
vomiting. When they recurred several weeks 
later and were associated with headaches, he 
reported to this clinic. At this time there 
was definite papilledema, and subsequent 
craniotomy revealed a tumor in the posterior 
fossa. This case is included only to empha- 
size the importance of carefully detailed and, 
if necessary, repeated studies to rule out or- 
ganic diseases. A favorable response to in- 
sulin therapy does not always preclude the 
possibility of an organic basis for digestive 
symptoms. 
Comment 

A discussion of functional gastrointestinal 
complaints often leads to a detailed analysis 
of the etiology of psychoneuroses. While it 
is true that these symptoms frequently do 
occur in psychoneurotic and constitutionally 
inadequate persons, severe and disabling 
symptoms unrelated to demonstrable organic 
disease may often occur in relatively stable 
individuals subjected to unusual emotional 
or physical stress. In both groups of pa- 
tients an active program of therapy may pro- 
duce marked amelioration or even cure of 
the digestive difficulties. 

A definite explanation for the cause of 
such symptoms in these patients cannot be 
made, but in many instances they are prob- 
ably related to a disturbance of the vegeta- 
tive nervous system. The nausea, retching, 
and excessive péristalsis which may follow 
prefrontal lobotomy and small cerebral 
thromboses, and the instances of esophago- 
malacia, gastromalacia, and peptic ulcer fol- 
lowing injury te brain tissue emphasize the 
importance of “the balance of forces” in the 
central nervous system in maintaining the 
integrity of gastrointestinal function. Fur- 
ther evidence of central nervous system im- 
balance in patients with gastrointestinal 
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complaints may be reflected objectively by 
vasomotor instability, gastric hypermotility, 
dermographia, dilated pupils, labile pulse and 
blood pressure, and alteration in the deep 
reflexes. It is entirely possible that many of 
the digestive symptoms occurring in the ab- 
sence of recognizable organic change are re- 
lated to irritability, changes in motility, al- 
tered secretory response, and submucosal 
vascular changes which lower the pain 
threshold, 

The uniformly good results noted during 
and immediately after therapy with insulin 
and Amytal in these selected persons can 
probably be attributed to alterations in the 
gastrointestinal motility and secretions, as 
well as to stimulation of the sympathetic ner- 
vous system. They can scarcely be attributed 
to the nonsnecific effects of hospitalization, 
antispasmodies, or other medication, since 
the majority of the patients had been hos- 
pitalized here end elsewhere previously with- 
out even transient relief. 


The role of psychotherapy 

The imvortance of psychotherapy in the 
general plan of treatment cannot be denied. 
In almost all instances this was carried on 
by the internist. before and during insulin 
therapy. The patient, in addition to feeling 
that something is being done for him, is 
brought to reality more strongly by the in- 
creased appetite, hyperhidrosis, and nervous- 
ness. The treatment further provides reas- 
suring evidence that no organic disease is 
present, by demonstrating to the patient that 
he can eat and retain food. Consequently the 
patient more readily accepts the psychic eti- 
ology and the psvchotherapeutic approach to 
the problem, and further psychotherapy is 
greatly facilitated. Not uncommonly the se- 
ries of treatments provides a face-saving 
measure for the patient, who may require 
some such help to interrupt a prolonged cy- 
cle of anorexia and vomiting which other 
members of the family have already accepted 
as neurotic in origin. 
Contraindications to insulin therapy 

Even in the smaller or “sub-shock” doses, 
insulin may occasionally produce a convul- 
sion in an individual who is hyper-reactive. 
Kelley, using insulin in sub-shock dosages, 
found convulsions to occur in one or two pa- 
tients out of every 300 treated. He stated 
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that such persons usually had abnormal brain 
waves and were more susceptible to any con- 
vulsant than the average patient. 

It follows, therefore, that such treatment 
must not be employed indiscriminately, and 
in all probability should not be given to el- 
derly patients having evidence of cardiovas- 
cular disease or cerebral arteriosclerosis. It 
is contraindicated when gastrointestinal 
symptoms are secondary to cerebral vascu- 
lar disturbances and “small silent strokes.” 
Its use should be limited to hospitalized pa- 
tients who have been carefully studied and 
selected ; in these cases it is a helpful adjunct 
to therapy, but not a cure-all. 


Summary 

Functional disturbances of the gastrointes- 
tinal tract, which have always been difficult 
therapeutic problems, appear to be increas- 
ing in incidence. Such disturbances occur not 
only in psychoneurotic patients, but often in 
relatively stable individuals subjected to un- 
usual or prolonged stress. 

In selected instances—particularly in pa- 
tients having nausea and vomiting as pre- 
senting complaints—the use of insulin and 
Amytal sub-shock therapy as an adjunct to 
the usual medical and psychotherapeutic 
measures appears to be highly effective in 
relieving symptoms for periods of two years 
or more, 
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The wise doctor has always considered his patient 
as a man or woman who is suffering from, say, a 
growth or a tuberculous infection, rather than the 
uninteresting container in which some morbid pro- 
cess happens to be placed.—Norman B. Capon, M.D., 
F.R.C.P., Brit. M.J., April 15, 1950. 
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A PRACTICAL METHOD OF HANDLING 
A PARALYZED URINARY BLADDER 


V. H. YOUNGBLOOoD, M.D. 
CONCORD, NORTH CAROLINA 
and 
CHESTER A. Fort, M.D. 
ATLANTA, GEORGIA 


Medical experience gained during the re- 
cent war produced a wealth of information 
valuable in the understanding and treatment 
of spinal cord injuries. The complex prob- 
lems involved in the management of these 
injuries pointed out the desirability of simul- 
taneous treatment by the neurosurgeon, the 
orthopedist, the urologist, and the specialist 
in physical medicine. The value of this co- 
operation was proved by the remarkable 
record made in military and veterans hos- 
pitals. In the hope that it will contribute to 
cooperative treatment, this paper is written 
from the viewpoint of the urologist, who is 
called upon for the immediate and long-term 
treatment of complications involving the uri- 
nary tract. 

Present neurosurgical opinion favors early 
laminectomy after spinal cord injury. Except 
in cases where complete transection is clearly 
seen at laminectomy, however, no accurate 
prognosis can be given as to the patient’s 
future neurologic condition, or his urologic 
status, since the latter is dependent upon 
the neurologic abnormalities. 

It is, of course, recognized that such haz- 
ards as difficulties in transportation, sepsis, 
malnutrition, and changes in medical attend- 
ants cause war wounds to be more serious 
than similar civilian injuries. Nevertheless, 
even with comparatively favorable condi- 
tions, the prognosis in spinal cord injuries 
must remain doubtful and treatment expect- 
ant. 

Material 

One hundred and fourteen soldiers with 
partial or complete paralysis of the urinary 
bladder were treated during 1945 and 1946 
at Halloran General Hospital, Staten Island, 
New York (tables 1 and 2). All injuries 
causing paralysis were sustained at least 
eighteen months prior to the survey, this time 
interval being considered the maximum in 
which spontaneous regeneration of the spinal 
cord may be expected. Tables 1 and 2 show 
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the condition of the patients before treat- 
ment, the types of operations employed, and 
the results of treatment. 


Table 1 
Condition Before Treatment 
Complete paralysis of at least both legs 


Results of Treatment for Paralysis 
Cases treated by 
laminectomy (95) 
Condition of cord, 
dura or cauda 
Normal 2 19 x 
Partially injured 2 15 
Completely 
transected 1 
No statement 2 15 
Cases treated by 
craniotomy 
Cases treated without 
operation 
Paralysis complete 
after injury 
Paralysis partial 
after injury 2 


Total 


Present Condition 
Paralysis Paralysis Recovered 
Complete Partial 


114 60 


Method 

On the basis of experience obtained in 
these 114 cases, and comparable civilian ex- 
perience, the authors suggest the following 
method of treatment for paralysis of the uri- 
nary bladder. This treatment may be modi- 
fied, of course, as conditions warrant. 

When paralysis of the bladder has been 
proved, an indwelling urethral catheter is 
inserted into the bladder under aseptic con- 
ditions, and this type of drainage is main- 
tained for a week or ten days. In the male 
a no. 16 French straight catheter is passed 
until the tip is just inside the bladder neck, 
and is held in place with small adhesive 
straps and pipe cleaners. In the female a 
small mushroom catheter is used. A Foley 
type catheter is not recommended, because its 
tip might cause a pressure area in the bladder 
similar to a decubitus ulcer. If this type of 
catheter is used at any time, the end should 
be cut off flush with the inflated bulb. 

When laminectomy has revealed a complete 
transection of the cord, vasectomy is done 
in the male as a prophylactic measure to in- 
sure against epididymitis. 

If the patient begins to recover from his 
paralysis, the urethral catheter is removed 
after about ten days, and his ability to void 
is tested. The catheter is then replaced if 
necessary. In the event that long bedrest is 
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prescribed, the catheter is connected to a 
closed irrigating system, using a “Y” con- 
necting tube, and the bladder is distended 
and irrigated several times a day. Tidal 
drainage is not considered necessary, and is 
not used. Cystometry is valuable, but not 
essential. 

As soon as the patient can sit up several 
times a day, the catheter is again removed 
and “bladder habit” training is instituted. 
Except in patients with very spastic bladders 
of small capacity, habit control works satis- 
factorily, whether the bladder paralysis is 
reflex, atonic, or autonomic in type. Prepa- 
ration for this training consists in careful 
observation of the fluid intake and the times 
and amounts of urinary output. Residual 
urine is measured once daily. Then the pa- 
tient is placed on a strict schedule of fluid 
intake, being allowed to drink measured 
amounts of fluids three times daily at meals, 
and at bedtime. From thirty to sixty minutes 
after drinking fluid, the patient is instructed 
to void, using as many aids as may be neces- 
sary, such as pressure over the bladder, 
straining, stimulation of “trigger points,” 
and stretching the anal sphincter or external 
urethral meatus. The patient will usually be 
able to suggest changes in his individual 
schedule that may help him in emptying the 
bladder. 

The bladder habit is not developed at the 
first trial, nor without effort and perseve- 
rance. There are periods of discouragement 
when the urologist must use all his powers of 
persuasion to convince the patient that con- 
trol can be achieved by persisting in the 
routine. If neurologic recovery occurs, the 
patient is ready and adjustments are easy; if 
no recovery takes place, the urologic condi- 
tion will not interfere with rehabilitation. 

An effort is made to keep the urine acid 
by diet and acidifying agents. Chemothera- 
peutic and antibiotic agents are used as indi- 
cated to control episodes of acute infection 
of the upper urinary tract. All patients are 
instructed not to use rubber urinals or penile 
clamps except for socia! engagements and 
at times when the bladder habit schedule is 
interrupted. 

Suprapubic cystostomy is rarely used, this 
method of drainage being considered archaic. 
Occasionally it is necessary for a patient 
with a permanent high cervical lesion, for a 
patient of low mentality, or in situations 
where home care is inadequate. 
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Results 

It is impossible to give the percentage of 
satisfactory and unsatisfactory results ob- 
tained by this method. Criteria acceptable 
in one clinic may not be acceptable in an- 
other, chiefly because of the different meth- 
ods used in handling this problem. Further- 
more, a result satisfactory to the doctor may 
not be considered so by the patient, and vice 
versa. However, patients who have previous- 
ly been treated by cystostomy, an indwelling 
urethral catheter, intermittent catheteriza- 
tion, or other methods are practically unani- 
mous in approving the above regimen. 

Best results are obtained in young patients 
who are psychologically adjusted to their 
paralysis and are undergoing an active pro- 
gram of rehabilitation. Poorer results are 
obtained in elderly patients, those with co- 
existing paralysis of the upper extremities, 
the mentally deficient, and the psychologic- 
ally unprepared. 

Though it is not specifically within the 
scope of this paper, the uninhibited reflex 
bladder can be treated by the method out- 
lined; however, this condition is satisfactor- 
ily handled with tincture of belladonna and 
by instructing the patient to void at the first 
sensation of bladder fullness. 

The “spastic type” of reflex neurogenic 
bladder can not be satisfactorily treated by 
any method so far known. This type of blad- 
der has a hyperactive reflex and a very 
small capacity, defeating any local treatment. 
By changing the neurologic status, the blad- 
der can be made manageable. This can be 
done by chordotomy, intrathecal alcohol in- 
jections, or anterior rhizotomy of the second, 
third, and fourth sacral roots. 

The “normal type” of reflex neurogenic 
bladder responds well to the suggested treat- 
ment. Spontaneous voiding will occur out of 
schedule, but can be kept to a minimum if 
the spasticity of the legs is reduced by mas- 
sage and heat, and if activity of the legs, 
such as walking in braces, is carried out when 
the bladder is empty. 

The autonomous and atonic neurogenic 
bladders show the best and quickest response 
to habit training. If the amount of residual 
urine is high, a bladder neck resection gives 
excellent results. At the time these patients 
were being treated, very few bladder neck 
resections had been done. Since that time we 
have found this procedure to be of inesti- 
mable value in those patients who persist in 
carrying a large amount of residual urine. 
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On some patients resection has to be carried 
out several times to reduce the residual urine 
to a minimum. We have not tried resection 
of the external sphincter. 


Summary 

The laminectomy findings in spinal cord 
injuries are unreliable for prognosis as to 
the neurologic or urologic status, except 
where complete transection exists. Therefore, 
urologic treatment should begin as soon as 
paralysis of the bladder is diagnosed. 

Suggestions for management of the para- 
lyzed bladder, based on experience obtained 
in 114 cases, are given. 


SURGICAL LESIONS OF THE 
ESOPHAGUS 


W. RALPH DEATON, JR., M. D.* 
and 
H. H. BRADSHAW, M.D. 
WINSTON-SALEM 


Lesions of the esophagus can usually be 
accurately diagnosed by fluoroscopic visuali- 
zation of the esophagus with barium swallow 
and by esophagoscopy. No other lesions of 
the gastrointestinal tract, save those of the 
lower colon and rectum that can be observed 
from below, are as susceptible to correct 
diagnosis in the preoperative stage. Unfor- 
tunately, radiologists and esophagoscopists 
have, until recently, been found only in the 
larger cities and medical centers. Physicians 
must come to realize, however, that dyspha- 
gia which lasts more than a few days always 
calls for a thorough investigation to deter- 
mine the cause, regardless of the inconven- 
ience to the patient. It is indeed true that 
most cases of dysphagia are due to benign 
lesions which can be treated medically, but 
certain surgical conditions — for example, 
carcinoma—also have dysphagia as the car- 
dinal symptom. 

Until the last two decades, lesions of the 
thoracic esophagus were inaccessible to sur- 
gical treatment. Consequently, the only in- 
centive to accurate diagnosis was medical 
curiosity. With the advent of controlled en- 
dotrachael anesthesia, the ready availability 
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of blood and blood substitutes, and the in- 
troduction of the antibiotics, the situation 
has changed considerably. Any part of the 
esophagus can now be explored and treated 
surgically without excessive risk”. 

It is the purpose of this paper to review 
briefly the various surgical lesions of the 
esophagus and to give a case report illustra- 
tive of each type. 


Atresia of the Esophagus” 

Esophageal atresia, with or without a tra- 
cheo-esophageal fistula, is a congenital ab- 
normality that manifests itself within the 
first day of the baby’s life. There are several 
anatomic variations of this lesion, depending 
upon the presence of a fistula and its position 
in relation to the atretic esophagus; but all 
have the same characteristic symptoms. The 
baby seems normal at first, except perhaps 
for a little coughing. Some twenty-four to 
forty-eight hours later it is noted that an ab- 
normal amount of mucus is present, and that 
the baby has regurgitated practically all of 
its feedings, with or without coughing spells. 
The condition should be diagnosed at this 
time in order to prevent the deterioration 
that invariably accompanies the untreated 
disease. 

Once esophageal atresia is suspected, a 
catheter should be passed gently down the 
esophagus until it strikes the blind pocket 
a few centimeters down. The injection of 1 
ce. of Lipiodol, followed by roentgen vis- 
ualization of the outlined upper atretic seg- 
ment of the esophagus, establishes a positive 
diagnosis. Barium swallow should never be 
used, since the barium, if aspirated, will ob- 
struct the small bronchioles and cause serious 
respiratory complications. After the diag- 
nosis is established, exploratory thoracotomy 
should be performed as soon as the child’s 
condition permits. It is far b-tter, however, 
to delay operation long enough to allow cor- 
rection of the dehydration. 

At operation, if the atretic ends of the 
esophagus are found to lie close enouzh to- 
gether to allow approximation, ligation of 
the fistula, with primary csophazo-esopha- 
geal anastomosis, is the treatment of choice. 
If the distance between the segments is too 
great to be bridged, then ligation of the fis- 
tula, cervical esophagotcmy, and jejunos- 
tomy should be performed. (If the baby is in 
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Fig. 1 (Case 1). Chest film of baby with 
atresia of the esophagus and tracheo-esophageal 
fistula, showing pooling of Lipiodol in the upper 
atretic segment of the esophagus. (All lesions 
shown, except that in figure 7, have been out- 
lined in ink to compensate for the loss of detail 
introduced in photographing roentgenograms.) 


excellent condition, a thoracic esophago-gas- 
tric anastomosis may be done.) Later, a plas- 
tic procedure, making use of an antethoracic 
tube, can be carried out to connect the eso- 
phagotomy with a gastrotomy, thus provid- 
ing swallowing that approaches normal. 


Case 1 

A baby boy was admitted, thirty-four hours after 
birth, because of choking. He was said to have ap- 
peared normal at birth, but within an hour began to 
have coughing spells and to bring up considerable 
mucus. Tracheo-esophageal fistula was suspected, 
and the baby was sent to the hospital for treatment. 

Examination was negative except for excessive 
mucus in the mouth, and a few rales at each lung 
base, Intubation of the esophagus demonstrated ob- 
struction at the level of the tracheal bifurcation. 
Lipiodol injected into the tube pooled in the esopha- 
gus and did not enter the trachea (fig. 1). Air was 
present in the intestines, proving that a fistula 
existed between the trachea and the distal esophageal 
segment, 

Continuous esophageal suction was begun, and the 
baby was given vitamin K and penicillin. A few 
hours after admission an operation was carried out 
under cyclopropane anesthesia. A preliminary gas- 
trostomy was performed; then the right side of the 
mediastinum was entered extrapleurally, through the 
bed of the eighth rib. The upper esophagus ended in 
a blind pouch; a small fistula connected the distal 
esophageal segment and the trachea (fig. 2). The 
fistula was doubly ligated and divided. The opposing 


October, 1950 


ends of the esophagus were opened, and an end-to- 
end anastomosis was performed, The baby withstood 
the procedure without evidence of shock. 

Both streptomycin and penicillin were given post- 
operatively and the baby was fed through the gas- 
trostomy tube. Oral feedings were begun on the 
tenth day, and on the eighteenth day the gastros- 
tomy opening was allowed to close. Lipiodol studies 
at that time showed a normally functioning esopha- 
gus. 

Stricture 

Strictures of the esophagus may be con- 
genital, or may follow trauma, esophagitis, 
corrosion (due to lye or other caustics), pep- 
tic ulcer, or chronic granuloma. Diagnosis of 
a stricture is based on the history of dys- 
phagia and regurgitation of food in an un- 
digested state, either immediately or within 
a few hours after a meal. In cases of stric- 
tures due to corrosion, the history of ex- 
posure to the corrosive, followed by gradually 
increasing dysphagia and finally regurgita- 
tion, is typical. Either roentgen studies or 
esophagoscopy will verify the diagnosis. 

Until the past few years, strictures were 
treated by dilatation, either through the 
mouth or through a gastrostomy (retrograde 
dilatation). This method of treatment, while 
successful, required repeated hospitalizations 
and dilatations, and gave the patient a great 
deal of discomfort. Now such a lesion can be 
treated surgically, in selected patients, with 
exceptionally good results. 


A—TRACHEA,; B__BIFURCATION OF TRACHEA 
C_UPPER SEGMENT OF ESOPHAGUS;D_LOWER 
SEGMENT OF ESOPHAGUS; E_FISTULA 


Fig. 2 (Case 1). Diagrammatic representa- 
tion of the anatomic relations found at opera- 
tion, 
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Fig. 3 (Case 2). Roentgenogram following 
ingestion of barium showing congenital stricture 
in an adult. 


If the stricture is short, simple excision 
and an end-to-end esophageal anastomosis 
will suffice. If the stricture extends over sev- 
eral inches, a partial esophagectomy, fol- 
lowed by mobilization of the stomach into the 
thorax and an esophago-gastric anastomosis, 
will be necessary. The successful perform- 
ance of such an operation will frequently 
change the patient’s entire outlook on life. 


Case 2 

A 21 year old white man was admitted with the 
complaint of “food stopping in my throat and the 
upper end of my stomach.” This sensation had been 
present as long as he could remember, and was 
aggravated by emotional stress, which occasionally 
caused him to regurgitate. Medical therapy had 
never afforded any relief. 

General physica] examination was negative. Bar- 
ium swallow demonstrated a stricture at the junction 
of the middle and lower thirds of the esophagus; 
roentgenologically, the exact nature of the stricture 
could not be determined (fig. 3). Esophagoscopy 
showed a smooth constriction, through which a 2.3 
mm. bougie could just be passed. The lesion was 
thought to be a congenital stricture, and it was felt 
that dilatations probably would not suffice to relieve 
it. 

A left thoracotomy was performed and the eso- 
phagus exposed. Approximately 8 cm. above the dia- 
phragm was a firm, fibrotic, short constriction. 
The stricture, including normal esophagus above and 
below, was excised, and a primary, two layered 
anastomosis was performed. The pathologic diagno- 
sis was: “Chronic esophagitis, periesophagitis, and 
fibrosis; compatible with congenital stricture of the 
esophagus.” 
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Fig. 4 (Case 3). Roentgenogram of the cer- 
vical region following the ingestion of barium, 
showing an esophageal diverticulum. 


Postoperatively the patient was given sulfadia- 
zine, penicillin, streptomycin, and parenteral fluids. 
Oral fluids’ were started on the sixth day, and a soft 
diet on the ninth day. Barium swallow at that time 
showed slight stricture of the esophagus, but no 
delay in passage of the barium. 

Diverticula® 

A diverticulum of the cervical esophagus 
“an be diagnosed by the history and physical 
examination alone. Typically, such a lesion 
‘auses a feeling of fullness in the neck and 
dysphagia, both of which are completely al- 
leviated when the diverticulum is evacu- 
ated by manual compression. An audible 
gurgling and a palpable tumor usually iden- 
tify the site of the diverticulum. Frequently 
the symptoms are so mild that a bland diet 
and antispasmodies are sufficient to control 
them; occasionally surgica] therapy is need- 
ed. Diverticula of the thoracic esophagus are 
more common, but rarely cause symptoms 
except those of an associated cardiospasm, 
which can be adequately controlled medically. 

A barium swallow is usually of more value 
than esophagoscopy in confirming the suspi- 
cion of diverticulum, for the opening may be 
small and hidden in the folds of the mucosa. 
Both examinations should be done, however. 
Case 3 

A white man, 35 years old, was admitted from 
another hospital, where the diagnosis of esophageal 
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diverticulum had been proven by barium swallow. 
His chief complaint had been “spitting up food.” His 
present illness began five years ago, when he had 
a sharp pain in the anterior upper chest, and regur- 
gitated undigested food. Such attacks had recurred 
at frequent intervals, and he had noted that occa- 
sionally he expectorated some blood. After the 
diagnosis was established, he learned to empty the 
diverticulum by manual pressure on the base of the 
neck, 

The only positive finding on physical examination 
was a palpable and gurgling tumor, just to the left 
of the trachea in the supraclavicular area. Accessory 
clinical findings were negative except for the barium 
swallow (fig. 4), which was interpreted as follows: 
“There is a 3 by 2 em. diverticulum arising from 
the posterior aspect of the esophagus at the level 
of the seventh cervical vertebra.” 

Under endotrachael anesthesia, the diverticulum 
was exposed through an incision in the base of the 
neck on the left. The sac was isolated and amputated, 
and the stump closed. Convalescence was unevent- 
ful. 

Cardiospasm®? 

Cardiospasm, or achalasia, is that condi- 
tion wherein spasticity of the muscles at the 
esophago-gastric junction retards or com- 
pletely prohibits the passage of any material 
from the esophagus into the stomach. The 
etiology is unknown, but has been attributed 
to emotional disturbance, degeneration of 
Auerbach’s plexus, and chronic vitamin B 
deficiency. 

The historv is one of increasing dyspha- 
gia, with a feeling that the food sticks in the 
chest, and regurgitation of food. Pulmonary 
svmntoms, such as couch (due to spill-over 
of retained material into the larynx) and 
dynsnea, frequently occur. Barium swallow 
shows the esophagus to be dilated and tor- 
ftnous, with spasm at the phrenic pinchcock. 
Esophagoscony, after the esophagus has been 
emptied, reveals numerous small flecks of 
food adherent to the mucosa, dilatation, and 
redundant folds of mucosa. Often the pinch- 
cock cannot be identified because of the re- 
dundancy. Usually some degree of esophagi- 
tis is present. x 

Conservative therapy, including frequent 
flushing of the esophagus with water to clean 
out the retained food particles (which may 
irritate the mucosa and cause further spasm) 
and dilatation of the spastic area with the 
pneumatic dilator, is successful in the great 
majority of cases. Surgical treatment, con- 
sisting of side-to-side esophago-gastric anas- 
tomosis or a plastic operation on the esohago- 
gastric junction, will be required in an occa- 
sional case. 
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Case 4 

A 55 year old white woman entered the hospital 
complaining of “trouble swallowing food and spitting 
back a lot.” She gave a history of gaseous indiges- 
tion, with dull, aching epigastric pain, eructation, 
and regurgitations for fifteen years. She had found 
that eating slowly, masticating thoroughly and sleep- 
ing on the right side tended to alleviate her symp- 
toms. In spite of these measures and adequate medi- 
cal therapy, her complaints became more pronounced, 
and she began to lose weight. 

Physical examination, which was essentially nega- 
tive, showed a well developed, poorly nourished, el- 
derly white woman, not acutely ill. Roentgen studies 
showed cardiospasm and dilatation of the esophagus, 
moderate esophagitis, and spasm of the phrenic 
pincheock (fig. 5). Because her symptoms were so 
pronounced and of such long duration, it was 
thought advisable to offer operative relief. 

Under endotracheal anesthesia, a left thoracotomy 
was performed and the dilated, tortuous esophagus 
exposed, The diaphragm was split to allow the upper 
part of the stomach to be delivered into the chest. 
A 6 em. vertical incision was made over the area 
of the spasm, then closed in a transverse direction 
so as to enlarge the esophago-gastric opening. The 
stomach was replaced in the abdomen, the diaphragm 
and chest being closed in the usual manner. 

Convalescence was uneventful—and the patient 
gained 2 pounds in thirteen days. Six months later, 
she could eat anything she desired and weighed 5 
pounds more than before. 


Perforations and Ruptures® 

Perforation of the esophagus most com- 
monly follows instrumentation, but rupture 
occurs spontaneously in either a normal or 
a diseased esophagus. Instrumental perfor- 
ations may occur either during esophagosco- 
py or during dilatation of a stricture. If the 
perforation is recognized immediately, thor- 
acotomy, with closure of the perforation and 
drainage of the mediastinum, should be per- 
formed at once. These measures, plus general 
supportive therapy and the generous use of 
the antibiotics, are usually successful when 
carried out immediately. If some time elap- 
ses before the perforation is diagnosed, the 
injury is usually fatal regardless of the treat- 
ment instituted. 

Spontaneous rupture of the esophagus 
typically occurs without previous symptoms. 
Its onset is characterized by severe and pros- 
trating retrosternal pain, followed by nau- 
sea, vomiting, hematemesis, and abdominal 
rigidity ; cervical emphysema may be pres- 
ent. Usually the diagnosis is made too late 
for operative intervention to prevent a fatal 
outcome. It is difficult to differentiate this 
condition from gastric or duodenal perfor- 
ation, acute pancreatitis, acute cholecystitis, 
cardiac accident, or acute upper intestinal 
obstruction. Even renal colic may produce 
a similar picture. However, if the disease 
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Fig. 5 (Case 4). Chest film 
made following a barium meal, 
showing the tremendous dila- 
tation found in cardiospasm of 
long standing. 


is thought of, the diagnosis can be made 


through the use of a barium swallow and 
fluoroscopy. Immediate operation is de- 
manded. 


Case 5 

This white man, aged 34, had cardiospasm which 
had been diagnosed by roentgen studies and esopha- 
goscopy. He was admitted for dilatation of the eso- 
phago-gastric junction. Intermittent dilatations and 
a medical regimen had kept him relatively symptom- 
free for some years. Esophagoscopy on this admis- 
sion showed dilatation of the esophagus. The instru- 
ment was then passed into the stomach with ease, 
and the Tucker pneumatic dilator was introduced, 
inflated 12 points, deflated, and withdrawn. The 
patient complained only of a dull, aching substernal 
pain, and appeared to be in good condition. In the 
next few hours, however, the pain became localized 
in the epigastrium, and increased in severity. His 
temperature rose to 100.6 F., and he appeared to 
be in a state of shock. Lipiodol given by mouth was 
seen on fluoroscopic examination to pool in the ex- 
tra-esophageal space, just above the diaphragm. 

A left thoractomy was performed and a 3 cm. 
tear in the esophagus was easily located and re- 
paired. Postoperatively, the patient was given anti- 
biotic therapy and general supportive measures, in- 
cluding drainage of the stomach by a Levine tube. 
Convalescence was uneventful. A barium swallow 
six months later showed slight cardiospasm, but was 
otherwise negative. 


Peptic Ulcer™ 
Peptic ulcer of the esophagus is not nearly as 
common as peptic ulcer of the stomach or 


Fig. 6 (Case 7). 
following a barium meal, show- 
ing the ragged constriction of 
the esophagus that is typical 
of esophageal carcinoma. 
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Fig. 7 (Case 8). Roentgen- 
ogram made after a barium 
swallow, showing the smooth, 
rounded defect that is typical 
of a benign esophageal tumor. 


Chest film 


duodenum. The rather high incidence of eso- 
phageal ulcers found at autopsy, particularly 
in debilitated, chronically ill patients, is be- 
lieved to be due entirely to ulceration occur- 
ring in the terminal stage of life. The etiol- 
ogy of esophageal ulcers, as of other peptic 
ulcers, is unknown; but they have been at- 
tributed to focal infections of the mouth, con- 
genital shortening of the esophagus combined 
with hiatal hernia, and regurgitation of gas- 
tric juices containing acid and pepsin. Symp- 
toms are frequently identical with those 
caused by gastric and duodenal ulcers, except 
that swallowing produces pain referred to 
the backbone. Regurgitation is not uncom- 
mon. It may be due to spasm induced by the 
ulcer, or to stricture that occurs as the ulcer 
heals. 

Esophageal ulcers are usually, but not al- 
ways, demonstrable by roentgenologic stu- 
dies or esophagoscopy. Treatment by medi- 
cal means generally suffices, but an occa- 
sional patient will need surgical relief be- 
cause of persistent pain and eructation, with 
weight loss. 


Case 6 

A 66 year old white man was admitted to the 
hospital with a forty year history of dysphagia, re- 
trosternal pain, and occasional regurgitation. He had 
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received many drugs and numerous dilatations, even 
learning to dilate his own esophagus. Diagnostic 
studies had always been negative. 

Physical examination showed an elderly, thin, 
white male in no acute distress. It disclosed no per- 
tinent findings, and accessory clinical studies were 
negative. Esophagoscopy showed only slight dilata- 
tion and no spasm. During the period of hospitaliza- 
tion the patient had constant severe retrosternal 
pain, and frequently required narcotics for relief. 
He was believed to be a drug addict, but in view 
of his long history, it was felt that exploration of 
the esophagus and stomach was justified. 

Under endotracheal anesthesia the left side of the 
chest was entered, and the esophagus was opened 
vertically in the lower portion. About 2.5 cm, above 
the phrenic pincheock was an ulcer crater with mark- 
ed searring and thickening. The diaphragm was split; 
the lower portion of the esophagus and upper part 
of the stomach were resected, and an esophago-gas- 
tric anastomosis was effected. Closure was in the 
usual manner. The patient took water on the fifth 
day, a full liquid diet on the seventh day, and a soft 
diet on the eleventh day—all without dysphagia, 
pain, or regurgitation. 

The pathologic diagnosis was “Chronic esophageal 
ulcer with marked fibrosis and peri-esophagitis.” 

Cancer") 


Squamous cell carcinoma is the most com- 
mon tumor of the esophagus. The results of 
treatment are quite poor, as the diagnosis is 
seldom made until the growth is too far ad- 
vanced to be resectable. To remedy this sit- 
uation, physicians must learn to suspect can- 
cer in every patient who has symptoms re- 
ferable to the esophagus. Typically, cancer of 
the esophagus is slow growing and slow to 
metastasize, but its symptoms are so mild 
that the patient or the doctor, or both, pro- 
crastinate until it is too late to resect the 
lesion in toto. Often the only symptom in cur- 
able cancer of the esophagus is dysphagia; 
when weight loss, dehydration, regurgitation 
and hematemesis are present, the disease is 
usually too far advanced for any treatment 
other than palliative measures such as roent- 
genotherapy and gastrostomy. 

Roentgen studies, and esophagoscopy with 
biopsy, are necessary for the establishment 
of a positive diagnosis. Occasionally the 
roentgenogram will be typical of carcinoma, 
but the biopsy will show only “chronic in- 
flammatory tissue.” Such a patient is entitled 
to an exploratory thoracotomy; delay “to 
wait and see” is never excusable. 

The ideal treatment of carcinoma of the 
esophagus is partial esophagectomy, trans- 
plantation of part or all of the stomach into 
the chest, and esophago-gastric anastomosis. 
Until a few years ago this procedure, because 
of technical difficulties, was applicable only 
to lesions in the lower third of the esopha- 
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gus. Now, however, several reports in the 
literature have described successful eso- 
phago-gastric anastomosis in the neck. Thus, 
carcinoma of any portion of the esophagus 
has become amenable to surgery, if it is per- 
formed early enough. 


Case 7 

A white woman, aged 42, entered the hospital 
with a complaint of upper abdominal pain that 
radiated through to the back. The pain had been 
present for ten months. There were no other symp- 
toms, and physical examination was negative. Roent- 
genograms made elsewhere at the onset of her 
illness had shown a slight distortion, interpreted as 
an ulcer, in the middle third of the esophagus. She 
had lost 8 pounds in weight, and had not obtained 
any relief from an ulcer regimen. 

Roentgenograms following admission here showed 
a constant, ragged, filling defect at the level of 
the carina (fig. 6). Esophagoscopy revealed thick- 
ening and irregularity of the mucosa with fixation 
of the esophagus. Biopsy was reported as showing 
squamous cell carcinoma. 

Under endotracheal anesthesia, the left side of 
the chest was entered through the bed of the eighth 
rib. The carcinomatous area was found to be just 
behind the aortic arch, and adherent to it. Never- 
theless, the esophagus was separated by dissection 
and the lower two-thirds excised. The stomach was 
elevated to the thorax, and an esophago-gastric anas- 
tomosis effected. The pathologic diagnosis concurred 
with the biopsy findings. The postoperative course 
was uneventful except for a slight collection of 
fluid in the left side of the thorax that required 
aspiration once. 

Following discharge, the patient received radiation 
therapy centered on the aorta, as it was felt that 
tumor had been left. When last seen on January 20, 
1950, twenty months after operation, she had mod- 
erate retrosternal pain. Barium swallow showed a 
well functioning esophago-gastric anastomosis with 
no evidence of tumor. The roentgenologist stated 
that adhesions between the aorta and the esophago- 
gastric anastomosis. which he had noted in other 
such patients, probably accounted for the pain. 

Benign Tumors 

Benign esophageal tumors are not common, 
but include papillomas, polyps, fibromas, 
lipomas, lipomyomas, leiomyomas, myomas, 
adenomas, hemangiomas, dermoid cysts, and 
epithelial cysts. They may be sessile, pedun- 
culated, or intramural. Benign tumors pro- 
duce essentially the same symptoms as ma- 
lignant lesions, and require the same diag- 
nostic procedures in order to rule out can- 
cer. Many of the lesions can be treated 
through the esophagoscope, but some of the 
larger ones will require thoracotomy. 

Case 8 

A 40 year old white man entered the hospital 
with a vague history of epigastric pains that ra- 
diated over the right chest into the right axilla and 
neck. Physical examination was negative. Roentgen 
examination following a barium meal demonstrated 
a filling defect in the lower third of the esophagus 
(fig. 7). Accessory clinical findings were negative, 
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STUDIES ON EXPERIMENTAL 
LEPTOSPIROSIS (WEIL’S DISEASE) 


PARKER R. BEAMER, M.D., Ph.D. 
WINSTON-SALEM 


An acute disease characterized by the sud- 
den onset of malaise, myalgia and fever, with 
the development of hepatomegaly, jaundice, 
hemorrhagic diatheses, splenomegaly and 
evidences of renal damage, was described 
by Weil” in 1886 as a clinical syndrome oc- 
curring particularly in young adults. The 
causal agent of this disease, subsequently 
known as Weil’s disease, was isolated by 
Inada and his associates” in 1915. The or- 
ganism was named Spirochaeta icterohaemor- 
rhagiae. Because of distinctive morphologic 


features possessed by several strains of the 
organism collected in Japan, the United 


States and Belgium, Noguchi proposed a 
new generic group, and renamed the organ- 
ism, Leptospira icterohaemorrhagiae. 

The leptospirae are finely coiled organ- 
isms with one or more gentle waves through- 
out their length of 6 to 20 microns. In broth 
cultures one or both ends of the organism are 
bent into a semicircular hook, and spinning 
movements and active flexibility are associ- 
ated with vigorous motility. These features 
provide adequate means of differentiating 
leptospiral forms from treponemal and bor- 
relial types. 

Through the years Weil’s disease came to 
be known by a variety of names, such as 
leptospiral jaundice, spirochetal jaundice, ty- 
phus bilieux, spirochetosis icterohaemorrha- 
gica, epidemic jaundice, and leptospirosis. 
When one is referring to the disease orig- 
inally described by Weil, such terms should 
be used with care. For example, “spiroche- 
tal’ or “leptospiral jaundice” is not accurate, 
because in an appreciable percentage of ca- 
ses jaundice is not observed. On the other 
hand, “leptospirosis” includes infections 
. From the Department of Microbiology and Immunology and 
the Department of Pathology, Bowman Gray School of Medicine 
of Wake Forest College, Winston-Salem, North Carolina. 
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caused by several species (namely, Lept. can- 
icola, Lept. grippotyphosa, Lept. hebdomidis, 
and others which are not well defined), 
whereas classical Weil’s disease in man is 
caused only by Lept. icterohaemorrhagiae. 

Weil’s disease occurs the world over, but 
is more common in tropical and temperate 
regions. Cases have been encountered in more 
than forty countries, several hundred having 
been reported from England, Germany, 
France, Holland, Japan, Denmark, and areas 
in South America and Africa. In 1922 Wads- 
worth and his colleagues) reported the first 
case recognized in the United States, and 
well over one hundred cases have been en- 
countered in this country since that time. 
The disease is more common in men than 
in women—a feature which is explained, 
perhaps, by occupational hazards. 

The causal organism has been demonstrat- 
ed in the excreta of adult rats trapped in 
rural and urban areas of the United States, 
and it has been found also in mice, cats, dogs, 
pigs, minks, foxes, bats, and horses. The vast 
majority of cases in human beings are be- 
lieved to result from direct or indirect con- 
tact with rats. Examinations of medical case 
histories would lead one to conclude that 
the usual portal of entry is an abrasion or 
laceration in the skin; in some instances, 
however, the organism may have entered the 
body by way of the intestinal mucosa, the na- 
sal mucosa, or, possibly, the conjunctivae. 
Victims of Weil’s disease are found fre- 
quently among occupational groups such as 
miners, sewer workers, fish cleaners, abat- 
toir attendants, workers in cane and rice 
fields, and others whose duties involve work 
in damp places where rats may be common. 

Studies on the pathogenesis of leptospiro- 
sis have been published by Stavitsky, and 
excellent discussions of the clinical features, 
epidemiology, laboratory findings, diagnosis 
and differential diagnosis, prophylaxis and 
control, treatment, and complications of the 
disease are available in reviews by Ashe, 
Pratt-Thomas and Kumpe and Bertucci™, 
whose articles include numerous pertinent 
references to the literature. 

The purpose of the present investigation 
was (a) to elucidate certain features con- 
cerning the progression of lesions in lepto- 
spirosis of experimental animals, and (b) 
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to develop a simple, rapid serologic proce- 
dure for use in diagnostic studies of lepto- 
spirosis—specifically for Weil’s disease in 
human beings. 


Experimental Study 


Methods and material 

Leptospirosis was produced experimen- 
tally in a large series (approximately 240) 
of young, apparently normal and healthy 
guinea pigs, weighing between 125 and 250 
Gm. (the mean being approximately 200 
Gm.). The rectal temperature of each ani- 
mal and other clinical data were recorded 
prior to and during the course of the disease 
established by intraperitoneal inoculation of 
variable amounts of kroth cultures of Lep- 
tospira icterohaemorrhagiae. The strain used 
was obtained from Dr. J. A. Kasper, who 
isolated it from a wild rat trapped in De- 
troit, Michigan. The organism had been main- 
ained in the laboratory by passage through 
animals and serial transfers in modified 
Schiiffner’s medium every three to six days. 

Following inoculation the animals were ob- 
served at frequent intervals, for scleral hem- 
orrhages, jaundice, and other signs of ill- 
ness. At arbitrarily chosen, successively in- 
creasing intervals, animals were sacrificed, 
some being allowed to recover from the dis- 
ease so that tissues from convalescing ani- 
mals might be studied. In representative in- 
stances blood was collected ante mortem for 
culture, passage through animals, and sero- 
logic study. Urine, blood and tissues were 
collected post mortem for culture and dark- 
field examinations, and tissues were pre- 
pared for histologic study. 

In order to provide a proper evaluation of 
the laboratory data, a control series of ap- 
proximately 40 uninoculated, apparently nor- 
mal and healthy guinea pigs of comparable 
sizes were observed and studied in the same 
manner. 

Clinical observations 

Every experimental animal, irrespective 
of its size, showed evidence of infection, 
manifested by fevers of 2 to 5 degrees Fah- 
renheit, developing within twenty - four 
hours, generally reaching a peak in forty- 
eight to ninety-six hours, and usually falling 
to normal or subnormal values on the fifth 
or sixth day after inoculation. On the third 
or fourth day marked vascular congestion of 
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the sclerae was noted in most animals, and 
several developed petechiae in the sclerae 
with a few relatively large hemorrhages. 
Jaundice, observed in the sclerae of most an- 
imals surviving five days or longer, devel- 
oped concomitantly with the fall in tempera- 
ture; in those animals which recovered, it 
usually receded about the eleventh or twelfth 
day. As a rule, jaundice was apparent by the 
sixth day, but in some instances it was not 
noted until the eighth or ninth day. 

The characteristic syndrome described 
above was observed in most animals, and 
bore no apparent relation to the size of the 
inoculum or the weight of the animal, with- 
in the range of 125 to 250 Gm. In a few in- 
stances variations were noted in animals of 
much lighter or heavier weight. 


Laboratory tests 


Darkfield examinations of urine were fre- 
quently positive after the sixth day; occa- 
sionally, leptospirae were cultured from 
urine in which no organisms were observed 
by direct examination. The results obtained 
would indicate that culture in a satisfactory 
medium is more dependable than darkfield 
examination for detecting the organisms, 
particularly if cultures are observed at in- 
tervals over a period of ten to fourteen days 
before being discarded. 

Leptospirae were cultured in all samples 
of blood obtained ante mortem or post mor- 
tem during the second to sixth days of the 
disease, whereas cultures of blood drawn on 
the eighth, twelfth, and fourteenth days were 
negative. Microscopic agglutination tests, 
performed essentially according to Schiiff- 
ner’s technique’), revealed titers of 1:100 
as early as the eighth or ninth day; by the 
nineteenth or twentieth day the titer had 
risen as high as 1:10,000 to 1:30,000. 


Anatomic lesions 

Multiple petechiae and larger foci of hem- 
orrhage appeared within forty-eight hours 
after infection, especially in the lungs and 
less commonly in the colon and adrenal 
glands. These early changes were difficult 
to evaluate, because a few of the control ani- 
mals, sacrificed by ether-asphyxiation or 
electric shock, revealed minute foci of hem- 
orrhage in the lungs. These were less exten- 
sive, however, than those generally observed 
in inoculated experimental animals. 

Widespread and more significant lesions 
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Fig. 1. Foci of hemorrhage in the lung, on 
the second day of infection. 


were observed after the fourth day of the 
disease. Hemorrhagic foci were larger and 
more numerous, and involved more organs, 
occurring in the lungs, skin, subcutaneous 
adipose tissue, serous membranes, gastroin- 
testinal tract, kidneys, adrenals, epididym- 
ides, pancreas, retroperitoneal tissues, my- 
ocardium, and skeletal muscles. Infiltration 
of inflammatory cells in association with 
hemorrhagic foci was minimal in degree or 
absent. 

Figure 1 illustrates the smaller, patchy 
areas of hemorrhage observed in the pul- 
monary alveoli early in the course of the 
disease (second day). Involvement observed 
in figure 2 is representative of the larger, 
more extensive lesions noted in most animals 
by the fourth day. 

All animals examined on the fifth and 
sixth days, as the fever receded, showed gen- 
eralized icterus developed in this period. At 
this time hepatocellular disarray was prom- 
inent (fig. 3). Foci of necrosis, appearing in- 
dividually and in small groups, and increases 
in mitotic figures were noted in the liver. 
Small numbers of mononuclear inflammatory 
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Fig. 2. Extensive hemorrhage into pulmonary 
alveoli on the fourth day of infection. (Note the 
absence of inflammatory cells.) 


cells and occasional polymorphonuclear leu- 
kocytes were associated with these foci (figs. 


4 and 5). The kidneys were enlarged and 
pale, and degenerative changes associated 
with some necrosis of proximal tubular epi- 
thelium were observed. There were small 
hemorrhages in a few glomeruli, and the 
tubules contained albuminous, hyaline, cellu- 
lar and hemoglobin casts (fig. 6). No cellu- 
lar infiltration of significant degree was 
noted. 

Tissues from convalescent animals which 
had endured a siege of fully developed lep- 
tospirosis revealed little or no evidence of 
disease. 

Although hemorrhagic foci occurred in the 
myocardium, gastrointestinal tract, pan- 
creas, brain, skeletal muscle, ovaries, epidi- 
dymides, and subcutaneous and retroperito- 
neal tissues, silver impregnation demonstrat- 
ed no leptospirae in association with these 
lesions. In the lungs, organisms were pres- 
ent in largest numbers within forty-eight 
hours. By the fourth to fifth day leptospirae 
were found in appreciable but decreasing 
numbers in the lungs, and the liver contained 
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Fig. 3. Low power view of the liver, demon- 
strating disruption of the usual cordal pattern 


(hepatocellular disarray) by the fifth and sixth 
days. 


markedly higher numbers, in the sinusoids 
and within hepatic cells (fig. 7). From the 
sixth to nineteenth days, large numbers were 
present within the epithelial cells and in the 
lumina of renal ‘tubules (fig. 8), whereas 
extremely few could be demonstrated in the 
other tissues. In two instances leptospirae 
were known to persist in the kidneys for 
more than forty days after the guinea pig 
recovered from the disease. 


Comment 

Petechiae and ecchymoses throughout sev- 
eral tissues of the body constitute the more 
constant pathologic changes in Weil’s dis- 
ease as it is seen in human beings. Often 
icterus and hepatic damage develop after 
the first few days of the disease, and in 
many patients nephrosis and nephritis may 
complicate the clinical course. 
. The histopathologic changes observed in 
experimental animals are helpful in elucidat- 
ing the pathogenesis of Weil’s disease in 
human beings. Although hemorrhages ob- 
served in Weil’s disease are often thought 
to result from hypoprothrombinemia, widely 
distributed petechiae and ecchymoses were 
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Fig. 4. Minimal infiltration of inflammatory 
cells and foci of necrosis in the liver. Fifth and 
sixth days. 


found in the animals before evidence of he- 
patic damage appeared. Moreover, these 
hemorrhages apparently bore no specific re- 
lation to the presence of the organism in the 
lesion. Acute leptospirosis, both in man and 
in the experimental animal, often produces 
hemorrhages in skeletal muscle (such as the 
gastrocnemius), but no organisms can be 
demonstrated in these lesions or in close 
proximity to them. It would seem that the 
petechiae and ecchymoses are the result of 
capillary damage by an injurious agent, 
formed by or from the leptospirae, or by the 
action of the organism on tissues. Later in 
the course of the disease, hypoprothrombine- 
mia may play a role, also. 

Another experimental finding of consider- 
able interest was the presence of relatively 
large numbers of leptospirae in the kidney 
late in the course of the disease, and even 
several days after convalescence from the 
acute phase. At this time the kidneys may 
be normal anatomically, and examination of 
the urine may reveal no significant findings 
other than the presence of leptospirae. This 
fact offers a satisfactory explanation of a 
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Fig. 5. High power view of the necrotic area 
shown in figure 4. The inflammatory cells are 
chiefly lymphocytes, with a few large mononu- 
clear cells and oceasional polymorphonuclear 
leukocytes. 


means by which the organisms may be passed 
to susceptible animals and to man. 


Macroscopic Agglutination Technique 


Because of the rather exacting manipula- 
tions required for performing and reading 
the Schiiffner microscopic agglutination 
test, many laboratories do not perform diag- 
nostic agglutination tests for leptospirosis. 
For this reason it is sometimes difficult to 
establish a diagnosis of Weil’s disease in hu- 
man beings, especially in instances where the 
clinical picture is not convincing and cultures 
of the blood and urine reveal no evidence of 
the causal agent. Some investigators” have 
proposed macroscopic agglutination tests to 
facilitate the serologic diagnosis. Brown”) 
had previously suggested a specific adhesion 
test which has found very limited use. More 
recently Boerner and Lukens" reported a 
complement-fixation test for the diagnosis of 
syphilis, leptospirosis, echinococcosis, ma- 
laria, and other diseases. 

Although the macroscopic agglutination 
test may not be as sensitive as the microsco- 
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Fig. 6. Degenerative changes in the kidney 
and necrosis of tubular epithelium. Casts are 
present in several tubules, and inflammatory 
reaction is minimal or absent. Fifth and sixth 
days. 


pic procedure, experiences indicate that reli- 
able results and useful diagnostic informa- 
tion, not otherwise available, may be pro- 
vided to clinicians by its use. 


Method 

In the test developed during the course 
of the present investigation, the antigen is 
prepared by formolizing a culture of Lepf. 
icterohemorrhagiae or Lept. canicola in mod- 
ified Schiiffner’s medium, approximately 
two hours before performing the test. De- 
pendent upon the individual strain used, the 
final concentration of formalin is 0.05 to 0.2 
per cent. This antigen is then added to serial 
dilutions of inactivated control sera (nega- 
tive and positive) and of the test serum. 
After the antigen and serum are mixed, 
tubes are incubated for sixty minutes at 37 
C. to encourage antigen-antibody union, and 
then placed at 56 C. for fifteen minutes to 
enhance flocculation of agglutinated parti- 
cles. Tubes are then centrifuged approxi- 
mately seven minutes at 2500 r.p.m., utiliz- 
ing a principle advocated for performing 
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Fig. 7. Oil-immersion view of the liver, show- 
ing leptospirae in the hepatic parenchymal cells. 
Fifth day. 


rapid agglutination tests. Titers are read 
with the unaided eye and, where indicated, 
with a concave mirror for magnification. 
After standing overnight in the refrigerator, 
tubes may be recentrifuged and second ob- 
servations made. The later readings usually 
agree with the “immediate” results, but fre- 
quently the titer is a little higher or clumps 
are detected more easily. 


Results 
Titers obtained by the technique described 
above are usually in essential agreement with 
those of the Schiiffner microscopic test, but 
occasionally a positive reading in the next 
higher dilution is obtained with the latter. 
In our experience there have been only rare 
instances in which this discrepancy would 
detract significantly from the value of the 
macroscopic test as an aid in the diagnosis 
of leptospirosis. In a series of more than 80 
tests using human and animal sera, there 
~was no instance in which a positive result 
with the macroscopic test was not confirmed 
by the Schiiffner technique. Likewise, every 
serum shown to be positive by the microsco- 
pic technique was read as positive in the ma- 
croscopic test also. 


WEIL’S DISEASE—BEAMER 


Fig. 8. Oil-immersion view showing lepto- 
spirae in renal epithelial cells and in the lumen 
of a tubule, on the forty-fifth day following ap- 
parent recovery. 


Summary and Conclusion 

1. Clinicopathologic observations and his- 
topathologic studies on experimental lepto- 
spirosis in guinea pigs are reviewed in an at- 
tempt to elucidate important features in the 
development of this disease. 

2. A simple, rapid macroscopic agglutina- 
tion test is proposed as an aid in establish- 
ing the diagnosis of Weil’s disease in human 
beings. It is believed that this test has par- 
ticular value as a “screening” procedure. 

3. A better appreciation of the incidence 
of Weil’s disease and the comparatively ubi- 
quitous distribution of Leptospira ictero- 
haemorrhagiae, together with careful clini- 
cal observations and accurately performed 
laboratory procedures (including inoculation 
of susceptible animals, cultures of blood and 
urine, and serologic studies) may lead to in- 
creased recognition of this disease. 


Drs. Hugh G. Grady and Harlan I. Firminger 
participated in much of the experimental work per- 
formed while the author was stationed at the An- 
tilles Medical Laboratory, San Juan, Puerto Rico. 
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PREVENTION AND TREATMENT OF 
HEMORRHAGE IN THE THIRD AND 
FOURTH STAGES OF LABOR 


JAMES A. CROWELL, M.D. 
CHARLOTTE 


The third stage of labor is the period from 
the delivery of the child until after the ex- 
pulsion of the placenta and membranes". The 
fourth stage of labor has been described as 
“that interval after the expression of the 
placenta into complete reaction of the pa- 
tient to delivery, including a_ satisfactory 
contraction of the uterus without excessive 
bleeding.” Mismanagement of the third 
and fourth stages of labor can lead to such 


serious maternal complications that it is 
well for us to study this particular phase of 
obstetrics from time to time. 


Fig. 1% shows the maternal mortality 
rates by race from 1915 through 1947. Prob- 
ably the largest single factor responsible 
for the pronounced improvement in mater- 
nal mortality during recent years was the 
introduction of chemotherapy and antibio- 
tics for the prevention and treatment of puer- 
peral septicemia. Between 1935 and 1945 the 
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Fig. 1. Maternal mortality rates by race in 
birth-registration states, 1915-1947. 


death rate from puerperal septicemia de- 
clined very rapidly—from 2.4 to 0.7 per cent. 
The mortality from puerperal toxemia 
dropped 74 per cent—from 1.9 in 1930 to 
0.5 in 1945. This decline has been fairly gen- 
eral throughout the fifteen year period. In 
contrast, the mortality from hemorrhage and 
shock has declined only 40 per cent—from 
1.0 in 1939 to 0.6 in 1945. 

Table 1 shows the maternal mortality by 
year in North Carolina for the ten year pe- 
riod from 1939 through 1948. It may be seen 
that the deaths from infections and from 
toxemia have shown a steady decline, where- 
as the deaths from hemorrhage and from 
other accidents and_ specified conditions 
have not materially declined in the last ten 
years. The heading, “Other Accidents and 
Specified Conditions,” includes lacerations, 
rupture, and acute inversion of the uterus. 

The major problem in further decreasing 
maternal mortality is the prevention and 
treatment of hemorrhage. A very large per- 
centage of the maternal deaths from hemor- 
rhage occur during the third and fourth 
stages of labor. 

Blood transfusion is probably the most 
important part of the treatment of hemor- 
rhage during this stage of labor. Whole blood 
is the only substitute for blood loss by hem- 
orrhage, and it should be given early and in 
sufficient amounts. It has been suggested 
that Rh-negative, type O blood of a low titer 
should be on hand in all maternity hospitals 
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Table 1* 


Cause of Death 


Abortion with infection 

Abortion without infection 

Ectopic gestation 

Hemorrhage of pregnancy 

Toxemia of pregnancy 

Other diseases and accidents of pregnancy 17 


Hemorrhage of childbirth and puerperium 41 
(a) Placenta praevia 14 
(b) Other hemorrhages 27 

Infection during childbirth and puerperium 81 

Puerperal toxemia 66 

Other accidents and specified conditions 12 

Other unspecified conditions 26 


TOTAL 374 


Death after delivery | Death before delivery 


*Source-——National Office of Vital Statistics, 1939-47; N. 


+Not available by specified cause. 


and should be employed while cross-matching 
is being done®), Plasma may be given in 
emergencies as a temporary expedient. 


Causes of Postpartum Hemorrhage 

Anesthesia and prolonged analgesia are 
important factors contributing to hemor- 
rhage and shock. The incidence of these com- 
plications is considerably less in patients 
delivered under regional anesthesia or no 
anesthesia than in those delivered under 
general anesthesia. 

In one reported series of cases, atony of 
the uterus was present in two thirds of the 
cases of fatal postpartum hemorrhage’. In 
another series, it was present in 72 per 
cent. The predisposing causes of uterine 
atony include such conditions as premature 
separation of a normally implanted placenta, 
placenta praevia, fibroids, gross mismanage- 
ment of the third stage of labor, overdisten- 
tion of the uterus, and prolonged labor. 

Retention of placental tissue is the next 
most common cause of fatal hemorrhage. 

Other causes of hemorrhage during the 
third and fourth stages of labor include la- 
cerations of the birth canal, rupture of the 
uterus, and deep cervical lacerations. A rare 
cause of serious and often fatal hemorrhage 
is placenta accreta™. 


Inversion of the uterus 


Inversion of the uterus is a rare but very 
important cause of postpartum hemorrhage. 
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It has been reported as occurring once in 
7,837 deliveries at the Boston Lying-In Hos- 
pital’, once in 6,500 deliveries at the Univer- 
sity of California Hospital, and once in 
2,300 deliveries at the Providence Hospi- 
tal", Last year (1949) 3 cases occurred at 
the Mercy Hospital in Charlotte—an inci- 
dence of one in 656 deliveries. While this 
high rate for the year is merely a coinci- 
dence, I feel that it justifies a brief report 
of these cases, together with three others 
which have occurred in Charlotte hospitals 
within the past three years. 


Case 1. A 21 year old white woman in her sec- 
ond pregnancy had a spontaneous delivery under 
ether anesthesia after a labor of four and one-half 
hours. An adherent placenta was removed manually 
seventeen minutes after delivery of the child. The 
uterus was found to be completely inverted, and 
was immediately replaced. The estimated blood loss 
was 500 cc. The patient responded normally and 
was discharged by ambulance thirty-six hours 
post partum, apparently in good condition. No blood 
studies were made. 


Case 2. A 23 year old white primipara was de- 
livered by low forceps under ether anesthesia after 
a five-hour labor with a third stage of ten minutes. 
The uterus was found to be completely inverted. An 
immediate attempt at manual reduction was 
unsuccessful, and deep shock developed. A consul- 
tant was called, and intravenous fluids were started. 
Thirty-five minutes after discovery of the inver- 
sion, the uterus was manually replaced and packed 
with iodoform gauze. After this the patient’s respira- 
tions ceased, but she gradually responded to artifi- 
cial respiration, Digalen, Coramine, and intravenous 
fluids (1000 ce. of plasma and 1000 ce. of whole 
blood). Chemotherapy and antibiotic therapy were 
administered. The temperature spiked to 102.4 F., 
but returned to normal on the third postpartum 
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day. An additional transfusion of whole blood 
(1000 ce.) was given. She was discharged in good 
condition on the sixth postpartum day, with a red 
cell count of 4,160,000, and a hemoglobin of 80 per 
cent. 

Case 3. A white primipara, aged 27, was deliv- 
ered by low forceps under ether anesthesia after 
a fifteen hour labor. The third stage lasted ten 
minutes, and shock developed fifteen minutes later. 
This was combatted with supportive therapy and 
blood transfusions, and a consultant was called in 
six hours after delivery. Examination under light 
general anesthesia revealed a completely inverted 
uterus which was replaced manually with some dif- 
ficulty. After the uterus and vagina were packed, 
the shock rapidly disappeared. Antibiotic and chem- 
otherapeutic agents were given. The temperature 
spiked to 103 F., but returned to normal by the 
third postpartum day. The patient received a total 
of 2,500 ec. of whole blood. On the fourth postpartum 
day, the red cell count was 3,810,000 and the hemo- 
globin 70 per cent. The patient was discharged in 
good condition on the seventh postpartum day. 

Case 4. A 22 year old white primipara was de- 
livered with low forceps under ether anesthesia, 
after a thirty hour labor. The third stage lasted five 
minutes. Three hours after delivery mild shock de- 
veloped, and excessive bleeding was reported. In 
spite of intravenous fluids (1000 cc. of plasma and 
1000 ce. of whole blood) and supportive treatment, 
she remained on the verge of shock. Thirty-one hours 
after delivery a consultation was called. Examina- 
tion under general anesthesia revealed a complete 
inversion of the uterus. This was reduced manually 
with moderate difficulty, and the uterus and vagina 
were packed with iodoform gauze. The patient re- 
acted well. In spite of chemotherapy and antibiotic 
therapy, the temperature spiked to 102.4 F., return- 
ing to normal by the seventh postpartum day. 
After an additional transfusion of whole blood 
(1000 ec.) was given, the red cell count was 2,980.- 
000 and the hemoglobin 55 per cent on the fifth 
postpartum day. The patient was discharged, appar- 
ently in good condition, on the ninth postpartum 
day. 

Case 5. A white primipara, aged 18, had a full 
term breech deliverv in a neighboring town. Follow- 
ing an uneventful third stage a completely inverted 
uterus was found, An attempt at manual reposition 
was unsuccessful, and the patient was transported to 
the hospital by ambulance approximately two hours 
post partum. She was treated for shock en route 
to the hospital, but profound shock was present on 
admission. After a second unsuccessful attempt at 
manual replacement of the uterus, a laparotomy was 
done under light general anesthesia. A tenaculum 
was placed on the fundus, and it was easilv reduced 
by gentle traction. The patient’s condition improved 
rapidly. Avproximately 750 cc. of plasma and 750 
ec. of whole blood were given during the operation 
and antibiotic therapy was administered postov- 
eratively. The temperature spiked to around 101 
F., bet returned to normal by the third postnartum 
day. The patient received a total of 2000 cc. of whole 
blood. On the fifth postoperative dav the red cell 
count was 3,620,000 and the hemoglobin 70 per cent. 
She was discharged in apparently good condition 
on the eighth postoperative day. 

Case 6- A 25 year old colored women in her sec- 
ond pregnancy was delivered with low forceps under 
ether anesthesia after a normal labor of two hours. 
An uneventful third stage of ten minutes followed. 
One hour after delivery severe shock developed. Sup- 
portive treatment, plasma, blood transfusions, and 
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antibiotic therapy were given, but the patient con- 
tinued on the verge of shock. 

On the fifth postpartum day a consultant was 
called and pelvic examination revealed complete in- 
version and marked edema of the uterus. Surgical 
correction was postponed until the patient was in 
better condition. Additional blood transfusions and 
supportive treatment were given. The temperature 
never rose above 100.2 F., and remained normal 
after the tenth postpartum day. 

Thirty days after delivery a Haultain operation 
was done through a laparotomy incision. The pos- 
terior uterine segment and cervix were incised, and 
the uterus was pushed up out of the vagina. The 
uterus and cervix were closed, and a bilateral tubal 
ligation done because of the friable condition of the 
uterus and the fact that the incision extended al- 
most the entire length of the uterus. 

The patient’s postoperative course was uneventful, 
and she was discharged in good condition on the 
eighth postoperative day, after thirty-nine days in 
the hospital. During her hospital stay she received 
5,570 cc. of whole blood and 1000 ec. of plasma. The 
last blood count, made three days before operation, 
revealed 4,150,000 red blood cells, a hemoglobin of 
84 per cent, and 6,500 white blood cells. 


From the review of these cases, it is ap- 
parent that a careful sterile pelvic exami- 
nation should be done in all cases following 
the third stage of labor, so that this condi- 
tion will not pass unrecognized. If the inver- 
sion is recognized immediately, manual re- 
position of the uterus is almost always suc- 
cessful”), The longer the condition exists, 
the more serious it becomes, and the more 
difficult the treatment. If manual reposition 
is unsuccessful in the acute stage, the Hunt- 
ington method of reposition by laparotomy?! 
is indicated. If the condition progresses to 
the chronic stage (lasting one month or 
more), it is best corrected by the Spinelli 
vaginal operation™*’, or the Haultain abdom- 
inal operation”, or by hysterectomy. 


Management of the Third Stage of Labor 


Proper management of the third stage of 
labor is the best prophylaxis against hemor- 


rhage. After the umbilical cord has been 
clamped, an ampule of Pitocin or obstetric 
Pituitrin is given intramuscularly. Pituitrin 
should not be given if Cyclopropane is used 
as the general anesthesia, or if there is evi- 
dence of toxemia. The signs of placental sep- 
aration are then awaited before any abdomi- 
nal manipulation is attempted, since prema- 
ture expulsion of the placenta may initiate 
bleeding. If. the signs of separation do not 
appear, a sterile vaginal examination must 
be done to determine whether the placenta 
has separated and is ready for delivery". 
No attempts at expulsion should be made 
while the uterus is relaxed, since this may 
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cause inversion of the organ. Four fingers of 
the hand, with the thumb pointing anteriorly, 
are placed on the fundus and force is directed 
toward the birth canal, the contracted seg- 
ment of the uterus being used as a piston. 
The cord must not be pulled, since this too 
might cause inversion, especially if fundal 
pressure is applied while the uterus is re- 
laxed. 

When the placenta appears at the introitus, 
the uterus should be lifted up and out of the 
pelvis by directing the force upward. The 
contracted fundus is then gently massaged, 
and one ampule of ergonovine is given intra- 
venously or intramuscularly, depending on 
the amount of bleeding. Ergonovine should 
not be given intravenously if hypertension is 
present. The placenta should then be care- 
fully examined to be certain that it is in- 
tact. 

A careful sterile pelvic examination should 
follow the third stage. If there is evidence of 
retention of a cotyledon or a succenturiate 
lobe, the uterine cavity must be explored un- 
der strict aseptic conditions, and the retained 
products of conception removed at this time. 
An effort should be made to remove all of 
the membranes. However, if it is felt that 
only a small portion of membrane has been 
left behind, it may be left to be expelled spon- 
taneously. 

If there is evidence of hemorrhage during 
the third stage and efforts at simple ex- 
pression and Credé’s method of expression 
fail, then manual removal of the placenta 
must be undertaken promptly. The majority 
of obstetricians feel that if signs of placen- 
tal separation are absent after one hour, and 
if Credé’s method of expression fails, the 
placenta should be removed manually under 
general anesthesia. It may be better to cut 
the waiting period to thirty minutes. The 
difficulties and hazards of manual removal 
of the placenta have been exaggerated", 
Under no circumstances should the patient 
leave the delivery room with the placenta re- 
tained. 

Following delivery of the placenta, if the 
uterus is relaxed or relaxes intermittently, 
it is then elevated and gently massaged. The 
oxytocie drugs may be repeated. If the bleed- 
ing is still uncontrolled, blood transfusion 
should be started immediately, the uterus 
and vagina tightly packed with gauze, and 
the operating room prepared for possible 
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hysterectomy. Rupture of the uterus occurs 
more commonly than is generally realized, 
and this possibility must be considered when 
the shock is greater than would be expected 
from the estimated blood loss. Routine uter- 
ine exploration is recommended after trau- 
matic procedures such as internal podalic 
version, difficult mid-forceps delivery, and 
unorthodox breech extraction through an in- 
completely dilated cervix. If a rupture of the 
uterus is discovered, laparotomy must be 
performed. 

In patients delivered under regional anes- 
thesia, such as spinal, saddle block, caudal, 
or local anesthesia, the uterus contracts im- 
mediately after delivery of the baby, and it 
is best to complete the third stage before 
the oxytocie drugs are given. The third stage 
is usually a very normal process in these 
cases. However, if oxytocic drugs are given 
too soon, the cervix will often contract before 
the placenta may be expressed, necessitating 
manual removal. 

The intravenous administration of one am- 
pule of ergonovine upon delivery of the an- 
terior shoulder of the baby has been advo- 
cated by many leading obstetricians"”. This 
procedure possibly will reduce the amount 
of postpartum hemorrhage to some extent. 
However, it may also lead to complications 
such as incarceration of the placenta in the 
fundus, or contraction of the uterus before 
the delivery of the second baby in undiag- 
nosed multiple pregnancies. 

In conclusion, I would like to stress the 
importance of the proper and careful con- 
duct of the third and fourth stages of labor. 
By more careful and intelligent management 
of the last stages of labor, we can materially 
reduce our maternal mortality. 
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THE NON-SURGICAL TREATMENT 
OF ENDOMETRIOSIS 


A Preliminary Report on the Use of 
Methyl Testosterone 


N. CREADICK, M.D. 
DURHAM 


Endometriosis can be a very painful and 
crippling disease. Because of its anpearance 
in distant sites and the occasional perfora- 
tion of neighboring viscera, it has been given 
the additional name of “pseudomalignancy.” 
Without stopping to argue several imponder- 
ables, it is sufficient to say that the histo- 
pathologic lesion of endometriosis is depen- 
dent upon ovarian activity. Pregnaney is 
the best treatment, since the associated 
hormonal changes bring about involution of 
the lesion and abatement of the svmptoms 
which is often permanent. However, most 
women with endometriosis have peculiar dif- 
ficulty in becoming pregnant. The incidence 
of absolute sterility in patients with endo- 
metriosis has been estimated at 32 per cent, 
and that of relative sterility at 49 per cent™. 

Any method of treatment requiring castra 
tion or surgical ablation of useful organs in 
a woman of childbearing age is undesirable. 
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Major surgery of any sort should certainly 
be avoided if another means of therapy is 
available. 

Materials and Method 

The premise was adopted that very small 
doses of androgen in the form of methyl tes- 
tosterone would produce an anti-estrogenic 
effect. Sixty-eight women have received the 
drug, but only 25 of them, carefully selected 
for signs of endometriosis, will be included 
in this report. The diagnosis was based on 
previous operative findings or on visible and 
palpable clinical evidence. The most common 
symptoms were dysmenorrhea and moder- 
ately severe pelvic pain. The average age of 
the patients was 31 years, but only 5 had 
ever borne a child. In one case presumed ster- 
ility had existed for thirteen years, and the 
average duration of infertility was five 
years. 

One 10 mg. tablet of methyl testosterone* 
was given daily for at least two complete 
menstrual cycles, then omitted for one cycle. 
It was found that no relief was obtained un- 
less the drug was started at least two weeks 
prior to the menstrual period. In this dose 
(240 mg. per month) no marked virilizing 
effects are produced. The desired end results 
are relief of pain, unaltered menstrual flow 
and unaltered vaginal smear, and additional 
months or even years for efforts at normal 
childbearing. 

Results 

All but 2 patients were relieved of their 
pain. The visible lesions regressed in all pa- 
tients except one with a cervical menstrual 
fistula, and the palpable lesions were im- 
proved except in another patient with a choc- 
olate cyst measuring & by 10 em., for which 
operation had to be performed. This was the 
only major surgical procedure carried out 
in the group, and it was not done until the 
patient had been followed one and a half 
vears. 

Five of this group of 25 patients have be- 
come pregnant—two while they were on the 
drug, and three within ten weeks after ther- 
apy. Two patients were delivered of healthy 
babies under our own supervision, and one 
has had a second child. One of the pregnan- 
cies resulted in a miscarriage at six weeks. 


of Dr. George McKeown, 
McKenna, and Harrison, Ltd. 


* Supplied through the courtesy 
Assistant Director of Ayerst, 
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Of the 2 patients, aged 20 and 21, who ob- 
tained no relief, one later was proved by 
culdoscopy to have no visible disease, and the 
other was a constitutionally inadequate per- 
sonality in whom interpretation was impos- 
sible. 

Comment 

Male hormone therapy for endometriosis 
is not new®, but the number of subsequent 
(perhaps coincidental) pregnancies is un- 
usual. Salmon, who has done a vast amount 
of work on androgen therapy, reported a nor- 
mal pregnancy beginning during the amen- 
orrheic recovery phase in a patient who re- 
ceived 600 mg. of testosterone propionate” 
(the equivalent of 1800 mg. of methy] testos- 
terone!), and terminating in a normal de- 
livery. Wilson, Hirst, and Miller have advo- 
cated androgens for the treatment of endo- 
metriosis. The impetus for the present study 
came from Hirst’s report that 16 of 19 
women were totally relieved of their symp- 
toms, and two of them became pregnant 
while on the drug. 

The data accumulated from experiments 
with testosterone in animals are paradoxical 
and very confusing. The drug even acts as 
an estrogen in immature rats and mon- 
keys”). Chemically it is very closely related 
to corticosterone, pregneninolone, and of 
course progesterone. Large doses can certain- 
ly suppress ovulation and menstruation, and 
inhibit gonadotropic activity of the pituitary 
in the human female. With proper regulation 
of dosage and careful clinical observation, 
however, the early painful lesions of endo- 
metriosis can be ameliorated by reduction of 
local vascularity and edema. 

While there is admittedly no laboratory 
method of proving the effectiveness of an- 
drogen therapy or the fact that the dysmen- 
orrhea is due to an androgen deficiency, fur- 
ther therapeutic trial with continuous small 
doses of methyl] testosterone certainly seems 
to be warranted. It is not contra-sexual ther- 
apy, but rather contra-physiologic. Almost 
all previous investigators have initiated or 
maintained therapy with the too potent tes- 
tosterone propionate. 

The use of stilbestrol does not seem ad- 
visable, since nausea and vomiting may occur, 
the menstrual cycle may be altered, child- 
bearing is temporarily precluded, and an om- 
ission or mistake in dosage on the part of the 
patient will aggravate the endometriosis. 


2NDOMETRIOSIS—CREADICK 


Summary 


1. A method of androgen therapy which 
produced definite relief in a few selected pa- 
tients with endometriosis has been outlined. 

2. At the suggested sustained low dosage, 
no marked arrhenomimetic effects were 
noted. Methyl testosterone was employed in 
all patients. 

3. A plea is made for further use of this 
method, with critical analysis by several ob- 
servers. 

4. No explanation of the mechanism re- 
sponsible for the relief of pain and the en- 
suing pregnancies can be offered at this time. 
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COMPLICATIONS OF DUODENAL 
ULCER REQUIRING SURGICAL 
TREATMENT 
. M. SIMMONS PATTERSON, M.D., F.A.C.S. 
and 
JAMES J. RICHARDSON, M.D., F.A.C.S. 
LAURINBURG 


It is a well accepted fact that an uncom- 
plicated duodenal ulcer is a medical rather 


than a surgical problem. Experience has 
shown that 80 to 90 per cent of patients 
with duodenal ulcers can be satisfactorily 
managed on a medical regimen. Surgery in 
these cases should be considered only when 
an adequate trial of rigid conservative medi- 
eal treatment has failed, or when compli- 
cations arise. The factors that make a duo- 
denal ulcer a surgical problem are: 

1. Perforation 

2. Hemorrhage 

3. Intractability to medical treatment 

4, Cicatricial contraction with obstruction, 

About 60 per cent of the cases of duodenal 
ulcer on which we have operated were those 
in which a medical regimen had failed. These 
cases have all been difficult surgical prob- 
lems from a technical standpoint, and have 
left lasting impressions on our minds. The 
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greater portion of this paper will be de- 
voted to these cases, but for the sake of com- 
pleteness we first want to discuss briefly the 
complications of acute perforation and mas- 
sive hemorrhage. 


Perforation 

The treatment of choice for a perforated 
duodenal ulcer is immediate operation. These 
patients are all in some degree of shock. Pre- 
operatively a Levin tube is inserted into the 
stomach, and intravenous fluids are admin- 
istered. The anesthetic agents which we pre- 
fer are Sodium Pentothal and curare. 

At operation the perforation should be 
closed as rapidly and as simply as possible. 
Usually interrupted sutures are all that is 
necessary for closure. If the tissues surround- 
ing the perforation are very edematous and 
friable, omentum should be brought over 
the defect. Rarely is it necessary to drain 
the peritoneal cavity. Antibiotics should be 
employed postoperatively. 

Let us never forget that in these cases we 
are operating to save the patient’s life, and 
not to cure the ulcer. These patients are in 
no condition for a major radical procedure 
such as subtotal gastric resection, advocated 
by some surgeons. In the past three years 
we have treated 12 patients with perforated 
duodenal ulcers by simple closure of the per- 
foration, and have had no deaths. 

Recently there has been some enthusiasm 
for nonoperative management of acute per- 
forations. The regimen employed consists of 
chemotherapy, antibiotic therapy, and con- 
tinuous suction drainage. Although this plan 
might be effective in those cases where the 
perforation has sealed off, we doubt seriously 
if the other cases can be successfully man- 
aged without operation. 


Hemorrhage 

One of the most perplexing problems that 
confronts a surgeon is the management of a 
patient who has a sudden massive hemor- 
rhage from a duodenal ulcer. If surgery is 
to be performed in such cases, the decision 
to operate should be made within forty-eight 
hours after the onset of the hemorrhage. 
This is a difficult decision to make, because 
during this period there is no certain way 
to differentiate a case in which bleeding may 
prove fatal from one that will respond to 
medical treatment. 
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We were formerly taught to be ultracon- 
servative during this period of indecision. 
Free use of intravenous fluids and blood 
transfusions was frowned upon because of 
the fear of dislodging a clot that might be 
forming at the bleeding site. The trend now 
is to employ blood transfusions liberally dur- 
ing this forty-eight-hour period. In addition 
to blood replacement, Lewison'’) recommends 
complete physical and mental rest, frequent 
feedings of a soft, nutritious diet, and the 
administration of antacids, sedatives, anti- 
spasmodics, and narcotics. Intravenous dex- 
trose, isotonic sodium chloride solution, plas- 
ma, and amino acids are given as indicated. 
Fraser and West” have stated that the mor- 
tality rate without operation, as reported by 
various writers, has dropped from 15-74 per 
cent to 8-12 per cent. The generous use of 
blood evidently has played a great part in 
this reduction of mortality. 

Amendola has written: “The risk of le- 
thal hemorrhage in younger patients is rela- 
tively small, and emergency operative inter- 
vention in this group will not often be neces- 
sary.” Our experience has substantiated this 
statement. Several months ago we saw a 30 
year old white man with severe hemorrhage 
from a proven duodenal ulcer. During the 
first forty-eight hours after the onset of the 
hemorrhage he received 3,500 ec. of blood, 
and was placed on the medical regimen men- 
tioned above. On this regimen the hemor- 
rhage ceased. 

Occasionally, in spite of frequent transfu- 
sions and medical therapy over a period of 
twenty-four to thirty-six hours, a patient 
will continue to have signs and symptoms of 
continued bleeding. In these cases operation 
should be performed immediately. Experi- 
ences of others’) have shown that, with few 
exceptions, these patients are over 45 years 
of age. All patients in this age group with 
serious hemorrhage are candidates for emer- 
gency surgery. The older the patient, the 
greater is the risk of a fatal hemorrhage. 

Subtotal gastric resection, with excision of 
the ulcer, is the operation of choice. Blood 
should be given liberally during the opera- 
tion. It is all-important to remember that, 
although surgery performed during the phase 
of active bleeding is hazardous, operative 
mortality in these cases is lowest when sur- 
gery is performed early. With late surgical 
intervention the mortality is prohibitive. 
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Duodenol UVicer 
( primory resections) 


Operation 


Fig. 1. Subtotal gastric resection for duo- 
denal ulcer. The resected specimen shown by 
heavy vertical lines includes the lower two 
thirds of the stomach and the duodenal ulcer. 
Continuity is restored by means of an anterior 
Hoffmeister anastomosis. (After Allen, A. W., 
and Welch, C. E.©)) 


Finally, an elderly patient with recurrent 
massive hemorrhage from a peptic ulcer 
should undergo surgery immediately. 


Intractability to Medical Treatment. 

The medical management of duodenal ul- 
cers has been so satisfactory that those cases 
which have failed to respond to this form 
of treatment, and thus have become surgical 
problems, are all complicated in nature. From 
a clinical standpoint we have invariably 
found that these patients are desperate for 
some form of relief. Their pain is severe, 
and life is unbearable for them. 


When these patients come to operation, 
the ulcer as a rule is found on the posterior 
surface of the duodenum, often near the 
ampulla of Vater; usually it has penetrated 
into the pancreas. Any attempt to remove the 
ulcer often jeopardizes not only the vital 
structures in the region of the ampulla, but 
also the patient’s life because of complica- 
tions that may arise. The choice of the cor- 
rect procedure in these cases depends upon 
sound surgical judgment and not upon dog- 
matic rules of conduct. Each case offers an 
individual problem. 

In recent years vagotomy, with or without 
other surgical procedures such as gastro-en- 
terostomy or pyloroplasty, has been advocat- 
ed for the surgical management of duodenal 
ulcer. We have had no experience with vagot- 
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Ouodenol Ulcer 
( primory resections) 


Operation 
2 


Resected 


Fig. 2. Operation for duodenal ulcer located 
in the second portion of the duodenum, Normal 
duodenum is closed proximal to the ulcer, thus 
excluding the ulcer (After Allen, A. W., and 
Welch, C. E.) 


omy, since we prefer to wait until the re- 
sults obtained in these cases can be analyzed 
after an adequate lapse of time. The imme- 
diate complications of vagotomy, such as gas- 
tric retention, diarrhea, dysphagia, and para- 
lytic ileus, are distressing ones. Long range 
follow-up studies must be made before it can 
be decided whether vagotomy is the proce- 
dure of choice. At the present time the re- 
ports” on the results of vagotomy with or 
without another surgical procedure are too 
conflicting to make advisable its substitution 
for a well proven procedure such as subto- 
tal gastric resection. However, Crile” in a 
report of 174 cases of intractable duodenal 
ulcer treated by various operations, stated 
that in the first eighteen months after op- 
eration, vagotomy, in conjunction with gas- 
tro-enterostomy or pyloroplasty, has given 
better results than gastric resection. 

We feel that subtotal gastric resection is 
the procedure of choice at present. Three- 
fourths or more of the stomach, including 
the pyloric mucosa, should be resected. We 
formerly employed the antecolic Polya type 
of gastrojejunal anastomosis, but recently 
have changed to an antecolic Hoffmeister 
anastomosis. This is illustrated in figure 1. 
A recent article by Porter and Claman" of- 
fers convincing evidence that a small stoma, 
2.5 cm. in length, with a Hoffmeister type 
of anastomosis, affords excellent results. 
They reported that in a series of 118 partial 
gastrectomies the above procedure reduced 
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POST. WALL 
DUODENAL ULCER 


Fig. 3. (a) Eroding duodenal ulcer on the 
posterior wall, near the common bile duct. (b) 
Long T-tube in place to insure satisfactory clo- 
sure of the duodenal stump without obstruction 
of the common bile duct. (After Cattell, R. B.~) 


the incidence of the dumping syndrome, the 
risk of leakage of the duodenal stump, and 
the risk of leakage at the anastomosis. 

When it has been decided that surgery is 
necessary in an individual with a duodenal 
ulcer, we are convinced that the preoperative 
preparation of the patient is just as impor- 
tant as the operation itself. We always em- 
ploy drainage with a Levine tube and Wan- 
gensteen decompression of the stomach for 
at least three to four days before operation. 
During this period the patient is kept in elec- 
trolyte balance by adequate amounts of par- 
enteral glucose, saline, and Hartman’s solu- 
tion; protein deficiency is corrected by an 
intravenous solution of amigen; blood trans- 
fusions are given if necessary; and adequate 
amounts of vitamins are administered par- 
enterally. Laboratory studies include a com- 
plete blood count, urinalysis, and determina- 
tion of the plasma proteins, albumin-globu- 
lin ratio, blood chlorides, and blood urea ni- 
trogen. Adequate preoperative preparation 
augurs a smoother postoperative course. 

In cases where the ulcer is situated in the 
second portion of the duodenum in close prox- 
imity to the ampulla of Vater, an effort to 
remove the ulcer might disturb the bile ducts 
and leave too little room for a safe and satis- 
factory inversion of the duodenal stump. In 
such cases we advocate leaving the ulcer in 
situ and transecting the duodenum above the 
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Duodenal Uicer 
(primary resections ) 


stripped Post-op. 


Fig. 4. Operation for duodenal ulcer when 
inflammatory adhesions about the ulcer make 
it impossible to mobilize the duodenum. The 
stomach is transected proximal to the pylorus 
and the mucous membrane is removed. The py- 
lorie muscle is then closed. (After Allen, A. W., 
and Welch, C. E.)) 


ulcer, thus leaving room for a satisfactory 
closure of the duodenal stump. This opera- 
tion is depicted in figure 2. 

Early in our experience the feasibility of 
this procedure was brought to our attention 
by 2 cases. The first patient was a white 
man, aged 35 years, who was found to have 
a posterior duodenal ulcer at the junction 
of the first and second portions, the ulcer 
having perforated into the pancreas. In an 
attempt to excise the ulcer the common duct 
was inadvertently severed. A cholecystoje- 
junostomy was performed, and a prolonged 
convalescence resulted. Up to the present 
time the patient’s condition is satisfactory, 
but his future course is problematical. The 
second patient was a 45 year old white wom- 
an. At operation a posterior duodenal ulcer 
was found near the ampulla of Vater, per- 
forating into the pancreas. An effort was 
made to excise the ulcer in addition to per- 
forming a subtotal gastric resection. The 
closure of the duodenal stump was not sat- 
isfactory, because it was impossible to re- 
move the entire ulcer, and the remaining tis- 
sue was friable. Postoperative leakage from 
the duodenal stump resulted in peritonitis 
and death. We believe that if no effort had 
been made to remove the ulcers in these 2 
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cases, and if the duodenum had been tran- 
sected proximal to the ulcers, these compli- 
cations would not have arisen. 

If the surgeon is firm in his conviction 
that such an ulcer should be removed, we 
strongly urge that the common duct be open- 
ed and a long T-tube, as advocated by Cat- 
tell’, be placed in the duct. The long arm of 
the T-tube is passed through the ampulla 
into the duodenum. The duodenum is thus 
more easily dissected up, and the limb of the 
T-tube is used as a guide in carrying out the 
duodenal closure (fig. 3). 

The question arises: “Is it necessary to 
remove a duodenal ulcer to effect a cure?” 
Puderbach” has stated that “There is no 
scientific basis for excising every duodenal 
ulcer in every gastric resection. Ulcers which 
are easily removed and which leave a duo- 
denal stump of adequate length for secure 
closure may be excised at the option of the 
surgeon, but it is well to remember that the 
principle underlying gastrectomy is not ex- 
cision of the duodenal ulcer but removal of 
its cause by excision of the gastric antrum.” 
He emphasized that the beneficial effects of 
adequate gastrectomy are elimination of the 
gastric phase of gastric secretion by com- 
plete removal of the gastric antrum. This 
reasoning is physiologically sound, and there- 
fore we see no reason to excise the posterior 
duodenal ulcer and submit the patient to the 
added risks of duodenal necrosis, leakage, 
abscess, fistula, pancreatitis, and stricture 
or obstruction of the common duct. 

On the other hand, tif the ulcer is in the 
first portion of the duodenum, every effort 
compatible with safety must be made to in- 
clude the ulcer in the resection. If inflamma- 
tory adhesions about the ulcer make it diffi- 
cult to mobilize the duodenum, or if the ulcer 
is firmly plastered to the pancreas poster- 
iorly, the stomach should be transected proxi- 
mal to the pylorus, leaving the ulcer in situ 
(fig. 4). It is very important to remove the 
antral mucosa, because almost universal fail- 
ure results when it is not removed. We have 
performed this exclusion operation in 2 cases 
in the past three years, with good results. 

Cicatricial Stenosis with Obstruction 

Pyloric obstruction due to cicatricial ste- 
nosis results from a long-standing duodenal 


ulcer with repeated episodes of activity. It 
usually occurs in elderly patients who are 
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in a poor state of nutrition because of fre- 
quent attacks of vomiting. Preoperatively, 
continuous gastric suction for four to seven 
days, plus intravenous glucose, saline, Hart- 
man’s solution, protein, blood, and vitamins, 
should be employed. 


At operation we have found the gastric 
wall thickened and much edema at the ulcer 
site. In elderly patients, because of the tech- 
nical difficulties involved in resection, and 
the low acidity often present, we recommend 
a shortloop posterior gastro-enterostomy. 
These are the only cases in which we advise 
a gastro-enterostomy as the sole procedure 
in the treatment of duodenal ulcer. In the 
younger age group with obstruction, we have 
found that subtotal gastric resection can 
often be performed without difficulty if con- 
tinuous gastric suction is employed preopera- 
tively. 

Allen advocates subtotal gastric resec- 
tion in these cases, because he has found 
that an anastomotic ulcer often occurs at 
the site of the gastro-enterostomy, and be- 
cause he feels that technically they lend them- 
selves to resection. On the other hand, 
Gray", in a recent report of a series of 532 
consecutive cases recommended a_ gastro- 
enterostomy for patients over 55 years of age 
who have a long-standing ulcer with rela- 
tively low gastric acidity and with cicatricial 
pyloric obstruction. He emphasized that this 
operative procedure imposed the lowest oper- 
ative risk on a group of older patients. We 
are in full accord with this opinion. 

No matter what procedure is performed 
at operation, it should never be forgotten that 
the operation is not completed when the pa- 
tient leaves the operating room. Intense and 
adequate postoperative care, which includes 
gastric suction, maintenance of electrolyte, 
protein, and blood balance, early ambulation, 
and prophylaxis against phlebitis and res- 
piratory complications, must be maintained. 

During the past three years we have op- 
erated on 24 patients who have had a com- 
plication from a duodenal ulcer requiring 
surgery. In this series (table 1) we have 
tried to carry out the principles of surgical 
management recommended in this presenta- 
tion. One death and four postoperative com- 
plications have occurred in these twenty- 
four cases. 
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Table 1 
Cases of Duodenal Ulcer Requiring Surgery 


No. of 


Postoperative 


Complication Cases Operation Performed Complications 

Intractability to medical Subtotal gastric resection ( 7) Atelectasis (1) 
treatment 10 Subtotal gastric resection Wound dehiscence (1) 
with exclusion of ulcer ( 3) Postoperative gastric 


retention (2) 


Pyloric obstruction Subtotal gastric resection ( 1) 0 
Posterior gastroenter- 


ostomy 


Perforation Exploratory lapardtomy 
with oversewing of 


perforation 
Hemorrhage 


Total 


Summary 
An uncomplicated duodenal ulcer is a 
medical problem. 

. A duodenal ulcer becomes a_ surgical 
problem when any of the following com- 
plications arise: (1) perforation, (2) 
hemorrhage, (3) intractability to medi- 
cal treatment, and (4) cicatricial steno- 
sis with obstruction. 

. The permanent place of vagotomy in the 
surgical treatment of duodenal ulcer has 
yet to be evaluated. 

4. Acute perforation of a duodenal ulcer 
requires immediate operation. Simple 
closure of the perforation is the proce- 
dure of choice. 

. Sudden massive hemorrhage from a duo- 
denal ulcer is a perplexing problem. To 
decide between operative and non-opera- 
tive management requires astute judg- 
ment. 

From available evidence, the operation 
of choise in the surgical treatment of 
benign duodenal ulcer is a subtotal gas- 
tric resection. Three fourths or more of 
the stomach, including the pyloric muco- 
sa, should be removed, and an antecolic 
Hoffmeister type of gastrojejunal anas- 
tomosis should be performed. 

When removal of the duodenal ulcer is 
difficult or impossible without damag- 
ing vital structures and making closure 
of the duodenal stump hazardous, the 
uleer should be left in situ and a subto- 
tal gastric resection performed for ex- 
clusion of the ulcer. 

For the elderly patient with a duodenal 
ulcer which has undergone cicatricial 


0 
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stenosis with obstruction, a posterior 
short loop gastro-enterostomy is advised. 


The pre- and post-operative care of the 
patient with duodenal ulcer is extremely 
important to the success of the surgical 
procedure. 

A series of 24 cases of duodenal ulcer 
with complications requiring surgery is 
reported. 
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Important messages are presented in the adver- 
tisements in our journal each month. New products 
are announced from time to time and information 
is presented regarding the use of products featured. 
Other types of ads emphasize services rendered and 
commodities offered that may be used in your prac- 
tice, in your office, and in your home. Doctor, you 
can rely on the statements and facts presented. We 
intend to include only ethical advertisements in our 
journal. Please tell the advertisers that you saw their 
ads in the North Carolina Medical Journal. 
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THE DOCTOR DRAFT 

It is a new experience for the medical 
profession to be drafted for military service, 
and much has been said and written about 
the draft. The young men who were trained 
under the ASTP or V-12 programs have been 
subject to much caustic criticism for not 
having rushed to volunteer as soon as trouble 
began in Korea. The impression was left by 
columnists and radio commentators that 
these young men were ungrateful wretches 
for not appreciating what benevolent Uncle 
Sam had done for them. 

Before they are judged too harshly, how- 
ever, it should be remembered that they did 
not ask the Government to educate them, but 
were given the alternative of continuing their 
education at Government expense or of be- 
coming buck privates. Many if not most of 
those then in medical schools—or their pa- 
rents—would have preferred to be allowed 
to continue their medical course at their own 
expense by the simple expedient of defer- 
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ment; but they were allowed no choice in the 
matter. Typical reactions of the students 
were given in letters published in this jour- 
nal! from two students. One of these spoke 
of the program as “Selling our souls in 
monthly installments.” Now it becomes ap- 
parent that this young man spoke more truly 
than he realized. 

The editorial in Surgery, Gynecology and 
Obstetrics for October, by Editor Loyal 
Davis, should be read by all concerned, es- 
pecially by those who have been so free with 
their criticisms of the medical profession for 
not rushing to volunteer for service in the 
armed forces. Dr. Davis asks, “Is it unrea- 
sonable to assume that.their attitude may 
have been colored by firsthand knowledge of 
the frustrations, stupidities and inefficiency 
of direction suffered just a few years ago?” 
He then proceeds to offer the very construc- 
tive suggestion that there should be a real 
unification of medical services, since the 
treatment of injuries and diseases i is the same 
for soldiers, sailors, and aviators 

From the beginning of World War II, this 
journal protested over and over against the 
excessive demands made by the armed forces 
for medical men, in utter disregard of the 
needs of the civilian population. It is gratify- 
ing to have Dr. Davis support the view: 
“Unheeding an experience no more than five 
years past, there is every evidence that the 
medical profession is to be regarded as a com- 
modity which can be stockpiled and expended 
extravagantly.” 

1. Another Medical Student Speaks His Mind, North Carolina 
$:356 (Aug.) 1043. 


DR. ROSCOR McMILLAN HONORED 


Although the first day of September came 
on Friday, it was an auspicious day for Dr. 
Roscoe McMillan. Long before it dawned, the 
day had been designated “Dr. Roscoe Day,” 
and elaborate preparations had been made 
by the “Dr. Roscoe Day’ Committee to do 
him honor. At 1 p.m. a luncheon was served 
in the high school cafeteria, which was at- 
tended by distinguished guests from all over 
the state. At this luncheon Mrs. Paul McCain 
“paid tribute to the general practitioners 
of the state through Dr. Roscoe.” Dr. Me- 
Millan was presented by Mr. George Ashford, 
and in a few eloquent sentences expressed 
his appreciation for the “love and devotion 
so beautifully expressed here today.’ 
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After the luncheon hundreds of his pa- 
tients and friends, together with professional 
colleagues, gathered on the campus of the 
Red Springs school, where Dr. Hamilton Me- 
Kay made the principal speech of the occa- 
sion. He spoke on the “The Necessity of a 
Free System of Medicine,” pointing out that 
the people of Red Springs community and 
the medical profession “have brought the 
doctor back to the people and the people to 
the doctor” on this occasion. In his closing 
remarks, Dr. McKay said: “We have come 
here today from far and near to restate the 
qualities of character and to emphasize the 
personality traits in the individual doctor 
who has made American medicine truly 
great. Here in Red Springs you have the 
leader of organized medicine in North Caro- 
lina—the General Practitioner of the Year— 
the personal and private physician and friend 
of hundreds of people in this section. I want 
to say to you whom he has served faithfully 
and diligently both by day and night as phy- 


sician and counsellor that I want to offer my 
congratulations to both you and to him.” 


At the close of his address, Dr. McKay 


presented Dr. Roscoe, on behalf of the 
committee, a certificate from his patients 
and friends in recognition “of his profession- 
al, civic and religious services to his com- 
munity—his devotion to his family, friends 
and patients and for his vital contributions 
in leadership in his profession and to the 
general health and welfare of the people.” 

A silver pitcher, suitably inscribed, was 
presented to Dr. McMillan by Dr. L. R. Hedg- 
peth from the Robeson County Medical So- 
ciety. Many donations were made for the 
purchase of equipment for a memorial to 
Dr. Roscoe in the new Robeson County Me- 
morial Hospital. 

Truly, Roscoe McMillan is a shining ex- 
ception to the rule that a prophet is without 
honor in his own country. On behalf of his 
hundreds of friends throughout the state, 
the NORTH CAROLINA MEDICAL JOURNAL joins 
the Red Springs community in extending best 
wishes, and in hoping that he may be chosen 
by the American Medical Association as the 
General Practitioner of the year. 
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SOMETHING NEW IN MEDICAL 
EDUCATION 


For some years prior to 1948 the Atlantic 
City Hospital, like many other nonteaching 
institutions, was having difficulty in secur- 
ing an adequate staff of house officers. Dr. 
Hilton Read, the dynamic chairman of the 
intern committee, decided that something 
should be done about it. Dr. Read is the mov- 
ing spirit in the Ventnor Clinic, a highly 
ethical and efficient private group practice 
organization. For many years he represented 
New Jersey in the A.M.A. House of Dele- 
gates, and he is now chief of the medical 
service of the Atlantic City Hospital. 

With Dr. Read, action follows hard upon 
thought. Medical graduates nowadays are 
most interested in hospitals offering attrac- 
tive postgraduate instruction. He then de- 
cided that, since there were no medical 
schools in New Jersey, he would connect the 
Atlantic City Hospital with virtually all the 
medical schools in the country. His first step 
was to devise a plan for attracting medical 
teachers from various schools. The plan was 
to offer each man chosen, and his wife, an 
invitation to be the guests of Haddon Hall 
for a week, in return for an hour a dav at the 
hospital. The fact that the Ventnor Clinic 
furnishes medical service to the personnel 
and guests of Haddon Hall and its. sister 
hotel, the Chalfonte, made it easy to approach 
the managers and persuade them that such 
an offer would be a patriotic act. 

The next step was to send out letters to 
twenty-five friends who were medical teach- 
ers. Perhaps the smartest move of all was to 
address the letters to the residences rather 
than the offices of the men invited. The re- 
sult was that not one invitation was declined, 
and many of the participants have gone back 
two or even three times since. 

The first visiting chief, Dr. Jonathan 
Meakins of Montreal, started the program 
in May, 1948. It has been continuing ever 
since, and already the schedule is filled 
through 1951. The innovation has paid off 
handsomely for the hospital. The house staff 
has increased from eight to twelve, and the 
hospital has been approved for residencies 
in medicine and surgery, as well as in a num- 
ber of specialties. There are many more 
applicants than can be accepted, and the 
saliber of the men applying compares favor- 
ably with that in any teaching hospital. 

The James Walker Memorial Hospital is 
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paying Dr. Read the sincere tribute of imi- 
tating the program on a smaller scale. In- 
stead of a visiting chief pro tem every week, 
one has been invited for one week out of 
every month. The plan should mean much to 
the house staff of the Wilmington hospital, 
and doubtless will stimulate interest among 
senior medical students in applying for in- 
ternships there. 

Dr. Hilton Read and the Atlantic City Hos- 
pital are to be congratulated upon having 
pioneered in the field of graduate medical 


education. 
* * 


NORTH CAROLINA’S STATE TAXES 


The late Archibald Johnson, while he was 
editor of Charity and Children, was offered 
the editorship of a paper in another state at 
a $1000 increase in salary. Although this 
would have almost doubled his income—for a 
dollar then had fully five times its present 
value—he declined the offer, and gave as his 
reason that it was worin $1000 a year to live 
in North Carolina. 

While such spectacular examples of Tar 
Heel loyalty may be rare, there are many 
citizens living in North Carolina today who 
make a financial sacrifice to stay in this state. 
Reference to any of the recent tax guides will 
reveal that North Carolina has the second 
or third highest income tax rate in the Union; 
that only four other states have a sales tax as 
high; that only twelve other states have 
gasoline taxes as high; and that in all but 
six other states the taxpayer is allowed to 
deduct his federal income tax in computing 
his income for state taxes. 

In spite of this record, Governor Scott is 
quoted as saying that higher taxes will prob- 
ably have to be levied, in order to meet the 
state’s rising budget. For many years Mr. 
Paul Leonard, secretary of the State Mer- 
chants’ association, has contended—and few 
men have given more thought to the question 
than he—that our high state taxes are keep- 
ing new industries from moving into the 
state and are driving other industries out. 
Our legislators should remember that there 
is a law of diminishing returns. 

Donald Adams, in the “Book Review Sec- 
tion” of the New York Times, recently ex- 
tolled North Carolina’s climate and the 
beauty of her scenery as unexcelled any- 
where in the Union. Unfortunately, however, 
our citizens and our manufacturers cannot 
live on air and beautiful scenery alone. Now 
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that the state has set aside enough surplus 
to pay off its debt, the grievous tax burden 
now resting upon North Carolina citizens 
should be relieved to some extent, at least. 
Surely it is not fair to tax our own citizens 
for being loyal to their state. 


* 


BE JUST BEFORE YOU ARE 
GENEROUS 


Many times this journal has been indebted 
to the New York State Journal of Medicine 
for timely editorials. One in the issue for 
June 15, based upon a clipping from the 
Ossining Citizen Register, should appeal to 
many readers. For this reason it is pub- 
lished in part: 


“A check by the National Information Bureau 
on national nonprofit organizations, nearly all of 
which solicit public aid, shows an astounding 
number in existence, 

“There are, for example, no less than 75 nation- 
al associations dealing with public health, ranging 
alphabetically from those concerned with Alcohol- 
ism through Hay Fever, Parenthood, Social Dis- 
eases, and Veterans. 

“There are 24 national organizations dealing 
with the problems of Youth. 

“There are 31 which are solicitous for continu- 
ance of ‘Free Enterprise’ and the ‘American Way 
of Life’ and the like. 

“There are five which are anxious about the 
American Indian Welfare, 10 concerned with Con- 
servation, 19 aroused over Civic Affairs, 29 which 
deal with International Relations, 23 interested in 
General Welfare, and no less than 72 seeking to 
help on matters connected with Foreign Relief 
Aid and Rehabilitation, with practically every 
other nation in the world on the receiving end of 
American charity, 

“These are not fly-by-night organizations, mind 
you. Every one of the more than 400 organizations 
listed by the bureau is either national or inter- 
national in scope. 

“They say that every dog has his day, but we 
doubt it for the same reason that every organiza- 
tion can’t have its own week—there just aren’t 
enough days and enough weeks, 

“As it is, we defy any reader to name a week 
when there isn’t some campaign or drive, And, 
from a professional viewpoint, we know there is 
never a day when a newspaper isn’t asked to give 
ample space for some deserving cause.” 

It has come to a point where drives for this and 
that have begun to overlap each other. It is a rare 
morning when the mail does not contain at least one 
and often two or three appeals from various sources. 
To the more than 400 organizations of national or 
international scope must be added those of less than 
national but not purely local character. There is, 
apparently, no limit. 

Meanwhile we hope that some thought will be 
given to a return to the time-proved maxim, “Be 
just before you’re generous.” Be sure your purely 
local institutions do not lack the financial assistance 
they merit. 
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Clinicopathologic Conference 


Bowman Gray School of Medicine of 
Wake Forest College 


JAUNDICE AND COMA IN PREGNANCY 
DAVID CAYER, M.D. 
and 
PARKER R, BEAMER, M.D. 
WINSTON-SALEM 


Clinical history: The patient was a white 
married woman, 19 years old, who was in 
the twentieth week of pregnancy. She was 
brought to the North Carolina Baptist Hos- 
pital because of coma which developed un- 
expectedly during treatment in another hos- 
pital for an illness that appeared to be rela- 
tively mild, 

The patient’s history, as obtained from her 
husband, contained little pertinent informa- 
tion. For some time the patient had been 
ingesting a relatively poor diet which only 
rarely included meat, milk, or eggs. Approxi- 
mately four years prior to admission a sero- 
logic test for syphilis had been positive, and 
a standard course of treatment with bismuth 
and arsenical drugs was begun. The injec- 
tions were given irreguiarly, and her physi- 
cian said later that he regarded the total 
dosage as inadequate in amount. 

About eighteen months before admission 
the woman had several seizures of epigastric 
pain associated with nausea and vomiting, 
from which she appeared io recover unevent- 
fully. These symptoms recurred thirteen 
months later—in August, 1949. At this time 
she was admitted to a hospital near her home. 
A diagnosis of “gastritis” was made, but the 
husband was unable to give specific informa- 
tion concerning the results of diagnostic 
roentgenograms, or the treatment adminis- 
tered. The symptoms subsided after a short 
while, and the patient was discharged from 
the hospital in apparently good health. Dur- 
ing this hospitalization a serologic test for 
syphilis was noted again to be positive, and 
the patient was referred to a rapid treatment 
center for penicillin therapy. 

A month later — approximately four 
months before her admission to this hos- 
pital—the patient's menstrual periods ceased, 
and two months later, physical examination 
disclosed that she was pregnant. The preg- 
nancy progressed satisfactorily, and the pa- 
tient appeared to be in good health until five 


MEDICAL JOURNAL October, 1950 
days prior to her admission to the North 
Carolina Baptist Hospital (six days before 
death). At that time she experienced mild 
epigastric pain, not unlike that which she 
had previously. During the next two days 
the pain became more severe and she was 
taken to a hospital near her home. Moderate- 
ly severe vomiting and drowsiness developed, 
and on the third hospital day stupor and 
icterus of the skin and sclerae were observed. 
The only treatment administered was an in- 
travenous infusion of glucose. Coma devel- 
oped, and the patient was transferred to this 
hospital on the fourth day. 

The husband stated that several cases be- 
lieved to be infectious hepatitis had occurred 
in their neighborhood. So far as can be de- 
termined, the patient had never taken toxic 
drugs without the direction of a physician. 

Physical examination: The woman’s body 
was normally developed and she appeared to 
be well nourished. She was incontinent of 
urine and feces, and responded to painful 
stimuli only. The systolic blood pressure was 
150, and the diastolic 60. The pulse rate was 
100-140 per minute; respiration, 18 per 
minute; temperature, 100 F. Acne was ob- 
served on the face and shoulders. The sclerae 
were slightly icteric, and the pupils were 
round and equal, but obviously dilated. Oph- 
thalmoscopic examination of the fundi re- 
vealed no significant findings. Pronounced 
hyperemia was present in the nasal mucosa, 
and there were several red-brown crusts. A 
pungent, sweet odor was detected in the pa- 
tient’s breath. The neck was supple and there 
were no palpable masses. 

The heart was not enlarged to percussion; 
the rhythm was regular, but a grade 2 sys- 
tolic murmur was noted, most pronounced 
at the apex. Except for a few scattered, 
coarse rhonchi, no abnormalities were de- 
tected upon percussion and auscultation of 
the chest. 

A symmetrical enlargement, characteristic 
of a pregnant uterus, extended 17 cm. above 
the symphysis pubis in the midline of the 
abdomen. The fetal heartbeat was not 
audible. The liver and spleen were not pal- 
pable. Neurologic examination revealed hy- 
peractive reflexes, but no abnormal reactions 
were elicited. Digital examination of the 
rectum revealed no abnormal findings. 

Laboratory studies: Examination of the 
peripheral blood at the time of admission 
revealed 13 Gm. of hemoglobin, 5,100,000 
erythrocytes, and 17,200 leukocytes, with a 
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normal differential. The urine was dark 
amber and clear; tests for albumin and sugar 
were negative, but a test for acetone was 
positive (4 plus). Microscopic examination 
of the urine revealed 20 to 30 white blood 
cells and 2 to 4 red blood cells per high power 
field. 

Six hours after admission acetone was still 
present in the urine (2 plus) ; although bile 
was present (3 plus), a test for urobilinogen 
was negative. At this time chemical analysis 
of the biood revealed a nonprotein nitrogen 
of 46 mg. per 100 cc., a chloride content of 
124 milli-equivalents, and a carbon dioxide 
combining power of 37 volumes per 100 ce. 
The icteric index was 42. Although control 
plasma clotted in 14 seconds, the patient’s 
plasma failed to clot after two and one half 
minutes. 

Twelve hours after admission further 
chemical studies gave the following results: 
blood sugar, 100 mg. per 100 ce.; nonprotein 
nitrogen, 24 mg. per 100 cc.; van den Bergh’s 
test for serum bilirubin, 8 mg. per 100 cc.; 
alkaline phosphatase, 8.1 units; serum choles- 
terol, 195 mg. per 100 cc.; serum chlorides, 
107 milli-equivalents (624 milligrams per 100 
cc.); carbon dioxide combining power, 31 
volumes per 100 cc.; total serum protein, 5.4 
Gm. per 100 ce., with an albumin-globulin 
ratio of 2:1; uric acid, 5.1 mg. per 100 cc. 
The Kahn and Wassermann serologic tests 
were positive, and there were no agglutinins 
for leptospirae. 

Course in the hospital: The patient re- 
mained comatose throughout her hospitaliza- 
tion of less than a day. Frequently there were 
seizures in which she became rigid and opis- 
thotonic, manifesting jerking motions of the 
extremities and rapid respirations, followed 
by periods of comparative relaxation. Glucose 
in physiologic saline solution was adminis- 
tered intravenously, supplemented with 
methionine and vitamins. Large doses of vita- 
min K were given parenterally. 

Soon after admission the patient began to 
vomit dark red, bloody material. Ankle and 
facial edema developed and persisted. Nasal 
oxygen was administered constantly, and pul- 
monary edema did not occur. During the first 
twelve hours of hospitalization about 2500 
ce. of fluid was given intravenously, and 220 
ec. of urine was collected through a urethral 
catheter. She continued to vomit bloody ma- 
terial, and after several hours blood was 
noted in the urine, grossly. The urinary out- 
put decreased progressively. 
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Approximately twelve hours after admis- 
sion the products of conception (fetus, mem- 
branes, and intact placenta) were delivered 
spontaneously. There was moderate uterine 
bleeding, and the patient was given Pitocin 
and Ergotrate. The blood pressure, which 
had risen steadily since admission, began to 
fall. Petechiae were present in several areas 
of the skin, and icterus became more intense. 
Respirations were slower and less forceful. 
She failed to respond to artificial respiration 
and oxygen administered under positive pres- 
sure, and expired approximately seventeen 
hours after admission. 

Clinical Discussion 

Dr. DAVID CAYER: This case presents the 
interesting problem of a fulminating, fatal 
illness of five days’ duration occurring in a 
young pregnant woman who had had recur- 
ring gastrointestinal complaints over a 
period of four years. Unfortunately, we do 
not know how much bismuth and arsenic she 
received four years before her final illness. 
The fact that the treatment was said to be 
inadequate may indicate that the patient ac- 
quired an intolerance to the drugs. 

There are numerous possibilities which 
must be considered in the differential diag- 
noses when the physician is confronted with 
a patient in coma. 

It is not uncommon for overwhelming in- 
fection and septicemia to be associated with 
abdominal discomfort, nausea, vomiting, stu- 
por, and even jaundice. Meningococcemia 
might account for such a syndrome, but in 
this instance we have sufficient evidence to 
eliminate this diagnosis from further con- 
sideration. The patient was afebrile; there 
was no evidence of purpura; the spleen was 
not palpable; and there was no evidence of 
meningeal irritation. Also, such patients 
usually do not have an elevation of blood 
pressure. 

Within the past three years a similar syn- 
drome of nausea, vomiting, jaundice, abdom- 
inal pain, and coma was observed in a young 
single woman who expired shortly after her 
admission to this hospital. Postmortem ex- 
amination revealed an unsuspected preg- 
nancy, with evidences of attempted abortion 
which had resulted in pelvic cellulitis, septi- 
cemia, and multiple abscesses of the liver. 
Such an explanation of the present problem 
would not be supported by the clinical data, 
nor would it account for the recurring gas- 
trointestinal symptoms described in the his- 
tory. 
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The central nervous system was hardly the 
primary site of our patient’s disease, al- 
though the more serious signs and symp- 
toms at the time of admission were referable 
to that system. There was no history of trau- 
ma; the fundi of the eyes revealed no papil- 
ledema, hemorrhage or exudate; and there 
were no signs of meningeal irritation. Other 
frequent causes of coma, such as acute alco- 
holism, diabetes mellitus, and uremia, can be 
excluded by the history, the low blood sugar, 
the absénce of glycosuria in the presence of 
acidosis, and the normal nonprotein nitrogen. 

Poisoning, self-induced and _ otherwise, 
must be considered seriously when a patient 
has nausea with vomiting, acidosis, jaundice, 
hematuria, and coma. In this instance, how- 
ever, it would be difficult to account for the 
previous episodes on such a basis. In cases 
where poisoning is suspected, specimens of 
vomitus and urine should be stored for fur- 
ther chemical analysis in the event of indi- 
cations in the future. 

The history is not inconsistent with a 
diagnosis of recurrent pancreatitis. The pa- 
tient suffered from epigastric pain, and one 
observer noted that it radiated to the left. 
In those cases from this hospital studied and 
reviewed by Dr. Wingate Johnson, this type 
of pain was a frequent and apparently sig- 
nificant feature. The low blood sugar and 
icterus would also be consistent with the 
diagnosis of pancreatitis. Patients with this 
disease may not manifest marked abdominal 
rigidity, although there is usually evidence 
of peritoneal irritation, increased muscular 
tonus, shock, and often glycosuria. None of 
these signs were observed in the course of 
this patient’s illness, and the diagnosis of 
pancreatitis would not explain a prothrombin 
time which was in excess of two and one half 
minutes. 

The combination of hepatic and renal in- 
volvement and leukocytosis in a comatose 
patient suggests a diagnosis of Weil’s dis- 
ease, which is caused by Leptospira ictero- 
haemorrhagiae. Blood was drawn for agglu- 
tination studies with this organism, but the 
results were negative. Moreover, this disease 
is usually characterized by prodromal symp- 
toms of headache, generalized aching and 
fever, and it is unusual for Weil’s disease to 
run the fulminating course observed in this 
patient. In the absence of purpura, fever, 
agglutinins for the organism, and the charac- 
teristic history of exposure followed by pro- 
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dromal symptoms, this diagnosis seems im- 
probable. 

The available clinical and laboratory data 
are indicative of hepatic involvement. In 
view of the history of recurring epigastric 
pain, nausea and vomiting, gallstones ob- 
structing or partially obstructing the com- 
mon bile duct must be regarded as a possible 
causal mechanism, even though the patient 
had no chills or fever of any consequence. 
However, the markedly prolonged prothrom- 
bin time, the low level of.toial serum protein, 
and the clinical course are thardly compatible 
with the syndrome usually observed when 
the common bile duct is obstructed. Further- 
more, the unexpected and rapid onset of coma 
is unusual in this condition. 

The evidence is most suggestive of some 
disturbance which is primary in the paren- 
chymatous tissue of the liver. The past his- 
tory reveals numerous points of interest and 
possible significance: 

1. Infection, indicated by the positive sero- 
logic test for syphilis 
A possible toxic reaction to heavy metals 
Low protein intake 
The possibility of exposure to infectious 
hepatitis as the result of recent injections 
The hazard of pregnancy superimposed 
on any of the above factors. 

The presence of jaundice, a small liver, 
hemorrhagic tendencies, nervous symptoms, 
and ensuing coma with death is consistent 
with the clinical syndrome associated with 
“vellow atrophy of the liver’ described by 
Rokitansky before the turn of the century. 
Later, Herxheimer suggested that the term 
“necrosis,” rather than “atrophy,”’ was more 
descriptive of the pathologic alterations in 
the liver. Hepatic necrosis, although not com- 
mon, occurs most frequently in young adult 
women and is often associated with preg- 
nancy. 

Syphilitic involvement of the liver has been 
regarded by some investigators as the cause 
of hepatic necrosis, but the significance of 
this infection in the case under discussion 
is difficult to evaluate accurately. Jaundice is 
rare in syphilitic patients who receive no 
treatment. It seems likely that many of the 
‘vases of “syphilitic yellow atrophy of the 
liver” described in the older literature were 
caused by poisoning from heavy metals or by 
infection with the agent which causes infec- 
tious hepatitis, occurring during the course 
of treatment. 

Judging from the history, it seems unlikely 
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that this patient had a hepato-recurrence. It 
is difficult, also, to assess precisely the role 
played by heavy metals used in the treatment 
for syphilis about four years prior to the 
final episode. In all probability, the inade- 
quate diet, the syphilitic infection, and ther- 
apy with heavy metals were contributing 
factors in the fatal illness of this patient. 

The relation of viral hepatitis to acute or 
subacute hepatic necrosis is believed to be 
one of degree, varying with the potency and 
virulence of the infecting agent and with the 
resistance of the liver in a given individual. 
In all probability, most instances of hepatic 
necrosis are not the result of any single agent 
or factor, but probably represent a final, 
overwhelming insult to a previously damaged 
organ. It is not surprising, therefore, that 
the clinical picture in hepatic necrosis may 
vary from a mild syndrome of anorexia, 
nausea, vomiting, diarrhea and icterus, which 
subsides without apparent sequelae in a 
period of six weeks or so (“catarrhal jaun- 
dice”), to the serious syndrome observed in 
the patient under discussion, where delirium, 
convulsions, incontinence, hemorrhage, coma, 
and abortion were followed by death. 

Certain features in this patient’s illness 
are deserving of further discussion. Recur- 
ring episodes of pain are somewhat uncom- 
mon in hepatic necrosis, but in 28 of the 97 
cases studied by Bergstrand, pain was the 
chief complaint. The pain was so severe in 16 
of the patients that they were subjected to 
exploratory laparotomy. One might reason 
that the history of our patient is indicative 
of several sublethal episodes preceding the 
final, fatal illness. If it were known that the 
liver was enlarged previously, failure to pal- 
pate the liver during the final episode would 
be most significant. 

The low levels of blood sugar, determined 
at a time when the patient was receiving 
sugar intravenously, suggest depletion of 
glycogen. The decrease in the total proteins 
of the blood and the prolongation of the pro- 
thrombin time, as well as the failure to re- 
spond to therapy with vitamin K, are con- 
sistent with the findings to be expected in 
hepatic necrosis. As a rule leukocytosis is 
present, but this is not an essential factor in 
the syndrome. The single determination of 
cholesterol is of little value, because the 
esterification ability of the liver is of more 
importance than the total content of choles- 
terol in the serum. The results of the urin- 
alyses are consistent with those described in 
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the so-called “hepatorenal syndrome,” and 
are probably related to the bleeding tendency 
and the upset in fluid balance secondary to 
the hepatic damage. 

These patients represent extremely diffi- 
cult problems in therapy. The administration 
of sedatives or opiates to allay the central 
nervous system manifestations is not advised, 
because the liver is unable to conjugate or 
otherwise metabolize the drugs. Administra- 
tion of vitamin K is usually futile, because 
the liver is no longer able to produce pro- 
thrombin. Hypoglycemia is not corrected 
easily, and fluid and mineral balance is main- 
tained only with utmost difficulty, if at all, 
by the administration of solutions parenter- 
ally. 

In some respects, hepatic necrosis and the 
syndrome it produces are analogous to the 
situations encountered in so-called “lower 
nephron nephrosis.” Regeneration of a con- 
siderable amount of hepatic tissue may occur 
if the patient can be kept alive for two weeks 
or more. Thus, feedings by tube, transfu- 
sions, antibiotics, and supportive measures 
are well worth trying, despite the seemingly 
hopeless prognosis. 

Clinical Diagnosis (Dr. Cayer) : Subacute 
hepatic necrosis. 


Discussion of Pathologie Studies 

Dr. PARKER R, BEAMER: The body of this 
patient was normally developed and appeared 
moderately well nourished, measuring 62 
inches in length and weighing 116 pounds. 
The skin was deeply jaundiced, and a few 
discrete, red-blue maculopapules, 1 to 3 mm. 
in diameter, were noted on the face and upper 
chest. The eyelids were edematous, and one 
of the icteric sclerae contained a moderately 
large ecchymosis. Slight pitting edema was 
demonstrable in the skin and subcutaneous 
tissues of the legs. The peritoneal and pleural 
cavities contained no excess amount of fluid, 
although 100 cc. of clear, serous fluid was 
found in the pericardial cavity. Numerous 
petechiae and ecchymoses were scattered 
throughout the visceral and parietal layers 
of the peritoneum. 

The organ of principal interest in this case 
was the liver. It was less than half the usual 
size, the weight being only 600 Gm. and the 
dimensions, 21 by 14 by 3 cm. The entire 
liver presented a homogeneously soft, flabby 
substance contained within a capsule which 
was wrinkled over all surfaces except the 
relatively smooth, rounded edges. Several 
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Fig. 1. The lobular architecture of the liver is 
destroyed, Portal areas in the upper left and 
lower right corners contain an increased amount 
of fibrous tissue and inflammatory cells. (Low 


power) 


cuts through the liver revealed dark red- 
brown surfaces with numerous irregularly 
scattered, bright red spots. None of the usual 
lobular architecture was observed. The gall- 
bladder, extrahepatic and intrahepatic bile 
ducts, and the blood vessels were not un- 
usual, grossly. 

The most impressive finding in several 
microscopic sections from the liver was the 
total lack of the usual cord-like pattern of 
the parenchyma. Portal and central areas 
were identified with comparative ease, but 
the lobular architecture usually seen within 
these areas was uniformly disrupted, having 
been replaced by closely packed cells of dif- 
ferent kinds with no orderly arrangement 
(fig. 1). The stroma was composed of fine 
and moderately coarse fibrillar tissue. 

Hepatic cells were markedly reduced in 
number, and cells with normal cytologic 
structure were noted only rarely. Most of the 
parenchymal cells revealed varying stages of 
degeneration and necrosis (fig. 2). In some 
areas there were small, irregular clumps of 
necrotic or partially necrotic cells, about 
which a few inflammatory cells were noted 
oceasionally. Throughout the sections there 
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Fig. 2. Hepatic cells are reduced in number. 
Many are degenerated or necrotic. A few regen- 
erating liver cells are present. (High power) 


was evidence of focal and diffuse hemor- 
rhage, especially near the central veins. The 
portal areas revealed an apparent slight in- 
crease in the number of small bile ducts, 
Lymphocytes, plasma cells and, occasionally, 
neutrophils were present in the connective 
tissue about the bile ducts and portal vessels. 
Most of the portal areas showed a slight but 
definite increase in fibrous connective tissue, 
which appeared to be proliferating, extend- 
ing toward the central veins in irregular and 
poorly defined dendritic projections. Adja- 
cent to the portal areas, regenerating hepatic 
cells with mitotic figures and double nuclei 
were observed occasionally. 

Both kidneys were slightly enlarged and 
softer than usual. They weighed 175 Gm. 
each, in contrast to a normal average weight 
of approximately 150 Gm. The external sur- 
faces were smooth, pale, and not unusual 
except for several petechiae and ecchymoses 
within and beneath the capsule. The freshly 
cut surfaces revealed pale yellow, slightly 
swollen cortices with a few minute red spots. 
The usual cortical striae were not discernible, 
and the margination between the cortex and 
medulla was indistinct. The calices, renal 
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Fig. 3. The convoluted tubules of the kidney are 
lined by epithelial cells which are vacuolated 
and swollen, Longitudinal section through an 
afferent arteriole shows almost complete ob- 
struction of the lumen by a hyaline plug. (Low 
power) 


pelves and ureters contained small to moder- 
ate amounts of blood, and hemorrhage was 
conspicuous in the peripelvie adipose tissue. 

The alterations in anatomic structure were 
essentially identical in several sections from 
both kidneys. The convoluted tubules were 
lined, in some instances, by epithelial cells 
which were markedly swollen and occluded 
the lumen. In some areas the renal] epithelium 
was necrotic and the tubules were devoid of 
intact linings. Vacuolation of renal epithelial 
cells was conspicuous. Numerous cells had 
lost their nuclei, and the usual cytoplasmic 
structure was replaced by coarsely granular 
acidophilic material (fig. 3 and 4). The 
lumina of many tubules contained granular 
acidophilic precipitate (probably albuminous 
material) and red blood cells. 

The glomeruli were somewhat swollen and 
usually filled the capsular space. In some in- 
stances there appeared to be a slight increase 
in the number of endothelial cells, as well as 
swelling of these cells, and the lumina of the 
glomerular capillaries were not discernible. 
The most conspicuous finding in the glom- 


CLINICOPATHOLOGIC CONFERENCE 


Fig. 4. Renal epithelial cells are swollen and 
sometimes occlude the lumen. Many epithelial 
cells are degenerated and necrotic. Note hyaline 
plugs within the lumina of glomerular capil- 
laries. (High power view of a portion of the 
field in fig. 3) 


eruli was the total or partial occlusion of 
afferent arterioles and glomerular capillaries 
by plugs of acidophilic hyaline material. The 
structure, location, and staining reactions of 
these plugs suggested that the material was 
fibrin (fig. 3 and 4). Occasionally small foci 
of degenerated cells, some of which were 
interpreted as necrotic, were observed in the 
glomeruli. No other significant anatomic al- 
terations were noted in the vascular system 
of the kidney. 

In general, other pathologic changes ob- 
served were related to the processes already 
described or were of secondary importance 
and need not be discussed. They are included 
in the final anatomic diagnoses. 

As a basis for evaluating pathologic pro- 
cesses in the liver, one may regard this organ 
as a structure composed of lobules. Some in- 
vestigators do not agree with this thesis, but 
such a concept is useful and satisfactory for 
the purpose of this discussion. Using the cen- 
tral vein as a point of reference, the pathol- 
ogist usually distinguishes a central zone, 
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midzone, and peripheral zone, the last being 
that portion of the lobule immediately adja- 
cent to the portal areas. 

Necrosis of hepatic parenchyma tends to 
occur in different patterns, dependent at 
Jeast in part on the injurious agent which 
causes the necrotic process. In the first place, 
there is focal necrosis, observed in typhoid 
fever and certain other infectious processes, 
wherein rounded masses of necrotic liver 
cells are found throughout the organ with 
no particular relation to the lobular pattern. 
Secondly, the pathologist recognizes zonal 
necrosis of three types: (1) central necrosis, 
such as that observed in chronic passive 
congestion of severe degree and long stand- 
ing; (2) midzonal necrosis, such as that seen 
typically in yellow fever; and (3) peripheral 
necrosis, the outstanding example of which 
may be observed in eclampsia. Thirdly, dif- 
fuse necrosis is that type in which the necro- 
tizing process involves hepatic cells through- 
out the organ, with no localization into focal 
areas and without regard to intralobular 
zones. Obviously, the continued spread of 
uny type of necrotic process would result, 
eventually, in a diffuse, generalized necrosis, 
although the initial lesion may have been 
characterized by zonal necrosis only. 

The primary pathologic process in this 
patient’s liver was one which caused diffuse, 
extensive necrosis of hepatic parenchymatous 
cells and resulted in a lesion which is morpho- 
logically indistinguishable from “acute yel- 
low atrophy” of the liver. The pathologic pic- 
ture in this disease varies, probably being 
dependent on the toxicity of the damaging 
agent or factor, the length of time and num- 
ber of times it is active, and the ability of 
the uninjured cells to proliferate and form 
new hepatic tissue. 

Causal agents have been demonstrated in 
many cases of “acute yellow atrophy”—for 
example, chloroform, para-toluylenediamine 
in hair dyes, petroleum products, arsenical 
drugs, and phosphorus. The etiologic relation 
of some of these agents has been demon- 
strated experimentally. In addition, it is 
known that the virus which causes epidemic 
hepatitis may produce an extensive necrosis 
of the liver which is similar to, if not identi- 
cal with, “acute yellow atrophy.” Lastly, 
hepatic necrosis of extensive degree some- 
times results from an unknown substance 
present in certain pregnant women", Usually 
such patients die within a few days of the 
onset of the illness, and postmortem exami- 
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nation reveals a liver which is not reduced 
in size, but may be enlarged by degenerated, 
swollen liver cells which contain numerous 
small globules of fat. 

The pathologic studies do not support the 
contention that the illness of this patient was 
solely an acute process. To be sure, her term- 
inal illness was associated with an extensive, 
relatively acute necrosis of hepatic parenchy- 
ma. However, there is histologic evidence 
indicating that the liver had been damaged 
previously, and that the body was attempt- 
ing to repair the injury and regenerate he- 
patic tissue. Thus the evidence supports and 
partially confirms the thesis set forth in the 
clinical discussion. Unfortunately, with the 
evidence at hand, it is not possible to name 
the specific causal agent. Any one agent, or 
a combination of factors mentioned hereto- 
fore (heavy metals, inadequate diet, the vi- 
ruses which cause epidemic hepatitis and 
homologous serum jaundice, and so forth) 
could have initiated or contributed to the 
process, which received its final stimulus, 
perhaps, from an unknown toxic agent such 
as that known to be present in some pregnant 
women. 

The pathologic lesions in the kidneys were 
not unlike those described in the “hepatorenal 
syndrome.” There is no completely satisfac- 
tory explanation of the pathogenesis of this 
condition. One logical theory”) postulates, in 
part, that degeneration and necrosis of renal 
epithelium may result from the action of 
toxic agents which are derived from exten- 
sive necrosis of tissue, such as the liver. 


Final Anatomic Diagnoses 

Extensive necrosis of hepatie parenchymal 
tissue, diffuse. 

Cirrhosis of the liver, slight, characterized 
by an increase of fibrous tissue in the por- 
tal areas and peripheral portions of the 
hepatic lobules. 

Vacuolar degeneration and necrosis of renal 
tubules. 

Multiple hyaline deposits within afferent 
arterioles of the kidneys and within glom- 
erular capillaries, probably fibrin. 

Degenerative changes in the glomeruli with 
small foci of necrosis. , 

Ecchymoses of the myocardium, lungs, gas- 
trointestinal tract, urethra, renal pelves, 
and diaphragm. 

Hemorrhage in the renal pelves and peripel- 
vic adipose tissue. 

Passive congestion of the spleen, kidneys, 


October, 1950 


liver, and lungs, with hemorrhages in the 
pulmonary alveoli. 

Acute bronchitis and bronchiolitis. 

Bronchopneumonia, slight. 

Hyperplasia of the spleen. 

Decidual tissue in the uterine cavity, 
hemorrhage. 

Hyperplasia of the ductal epithelium of the 
breasts, gestational. 


with 
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AUXILIARY 


A MESSAGE FROM THE PRESIDENT 

Is the doctor in your family planning to 
attend the annual meeting of the Southern 
Medical Association? If not, you’d better 
start talking about the possibility, because 
this promises to be a wonderful meeting. We 
are told there will be a most interesting pro- 
gram for the men, while Mrs. R. C. Haynes, 
president of the Southern Auxiliary, prom- 
ises a hearty welcome for the ladies. 

Our own Dr. Hamilton W. McKay is presi- 
dent of the Association this year. He will be 
glad to see a great many of us there, and we 
want to give him our support. 

We are grateful to the Southern Auxiliary 
for many things, particularly for its interest 
in research, for the Jane Todd Crawford Me- 
morial and, most of all, for Doctor’s Day. I 
wonder if we do not forget sometimes that 
we wouldn’t have these activities if we were 
not members of the Southern Auxiliary. 

Don’t let another day pass without plan- 
ning to be in St. Louis from November 13 to 
16. There will be inspiration, information, 
and fun. 

Mrs. HARRY L. JOHNSON, 
Elkin 


AUXILIARY—BULLETIN BOARD 


BULLETIN BOARD 


RESOLUTION PASSED BY THE GUILFORD 
COUNTY MEDICAL SOCIETY 


Whereas, the Guilford County Board of Health 
recently passed a resolution asking that the Guil- 
ford County Medical Society give an official opin- 
ion as to the functions of the Guilford County 
Health Department as related to private practice 
of medicine in Guilford County, and (2) such sug- 
gestions deemed advisable as to what the Guilford 
County Health Department can do beyond its pres- 
ent program for the health and welfare ot the 
citizens of Guilford County; therefore, be it re- 
solved that the Guilford County Medical Society, 
after careful consideration, believes the following 
general principles applicable: 

That the chief functions of the Guilford County 
Health Department, as well as other allied agencies 
employing tax funds are: 


Article I. The control of diseases and environ- 
mental and social conditions directly 
endangering the health of the com- 
munity. This necessitates activities in 
the field of sanitation control of in- 
sects vectors, immunization of the 
indigent; case finding, treatment and 
hospitalization of patients in special 
conditions, such as tuberculosis and 
mental diseases. In view of the toll 
taken by accidents, education in acci- 
dent prevention could well be consid- 
ered one of the functions of the 
Health Department, 
Education of the public in the fields 
of disease prevention and health pro- 
tection, We disapprove of the multi- 
phasic screening clinics as a means 
of educating the public, as it would 
constitute: 
(1) An infringement on private prac- 
tice 
(2) A wasteful expenditure of public 
funds 
(3) Give information that may be 
misleading—history is most im- 
portant in many diseases. 
Article III. To provide a medical social worker 
to screen clinic patients. 


Article I. 


Resolved that the medical care of the indigent is 
a responsibility of the medical profession. Individ- 
ual physicians in Guilford County as always, expect 
to render their services to the indigent gratis, or 
with only token payment. 

Resolved that the non-indigent should not receive 
medical care, preventive or therapeutic, administered 
hy the Guilford County Health Department and at 
the expenditure of public tax funds, with the fol- 
lowing exceptions: chronic illness such as tuber- 
culosis, chronic mental illness and certain ortho- 
pedic conditions requiring long periods of treat- 
ment in institutions provided for such purpose. 

Resolved that we, the members of the Guilford 
County Medical Society solicit the cooperation of 
the Guilford County Health Department in carrying 
out the above resolutions to the end that the public 
welfare may best be served, To this end the Guil- 
ford County Medical Society pledges its continued 
cooperation. 


593 
j 
2 
( 
( 
~ 


NORTH CAROLINA MEDICAL JOURNAL 


RALEIGH ACADEMY OF MEDICINE 


The Raleigh Academy of Medicine will hold its 
annual symposium on November 17. The following 
program has been arranged: 

Treatment of Hypertension (medical): Dr. R. R. 
Porter, Richmond, Virginia. 

Treatment of Hypertension (surgical): Dr. Reg- 
inald Smithwick, Boston, Massachusetts. 

Surgery of the Heart and Great Vessels of the 
Chest: Dr, Claude Beck, Cleveland, Ohio. 

Treatment of Coronary Heart Disease: Dr. A. 
Carlton Ernstene, Cleveland, Ohio. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. C. Nash Herndon, director of the Outpatient 
Department and assistant professor of medical gen- 
ctics, presented a paper on “Twin Family Study of 
Susceptibility to Poliomyelitis” at the meeting of 
the American Society of Human Genetics held in 
Columbus, Ohio, on September 11. He was also 
speaker at the meeting of the Burke County Med- 
ical Society held in Morganton on September 25, 
using as his subject “Hereditary Diseases in Gen- 
eral Practice.” 

* + * 

Dr. Wingate M. Johnson, director of the private 
diagnostic clinic and editor of the North Carolina 
Medical Journal, served as visiting chief in medi- 
cine at the Atlantic City (N. J.) Hospital during 
the week of September 11. 

ok a 

Dr. H. H. Bradshaw, professor of surgery, spoke 
on the subject of “The Changing Aspects of Sur- 
gical Therapy of Pulmonary Abscess” at the meet- 
ing of the Southern Tuberculosis Conference in 
Roanoke, Virginia, on September 21. 

* 

Written examinations for the American Board for 
Thoracic Surgery for candidates in the Southeastern 
area of the United States were held at Bowman 
Gray School of Medicine on September 22. 

a * * 

Dr. Lloyd J. Thompson, professor of neuropsy- 
chiatry, will be one of the participants in the Mid- 
Century White House Conference on Children and 
Youth which President Truman has called in Wash- 
ington, D. C., from December 3 to 7 

* * 


Dr. Robert B. Lawson, professor of pediatrics, 
addressed the South Carolina Pediatric Eeslety in 
Columbia on September 27 on the subject of gastro- 
intestinal allergy in children. He conducted a sem- 
inar on infectious diseases at the meeting of the 
American Academy of Pediatrics in Chicago on 
October 17. 
* 

Dr. David Cayer, associate professor of internal 
medicine, was a speaker at the annual meeting of 
the Ninth District Medical Society held in Salisbury. 
His subject was “Diseases of the Liver” in a sym- 
posium on gastro-enterology. 

* * 

Dr. Roscoe L, Wall, assistant professor of sur- 
gery and director of anesthesia, presided at the 
Fall meeting of the North Carolina Society of 
Anesthesiologists in Asheville on October 5. 

* a 

Dr. Harold W. Tribble, president of Wake Forest 
College, addressed the students, faculty, and staff 
of Bowman Gray School at the opening of the 
Fall quarter in the school amphitheatre on 
October 3. 
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NORTH CAROLINA SURGICAL. ASSOCIATION 


The North Carolina Surgical Association met on 
September 15 at Gray Stone Inn, Roaring Gap. 
Three round table discussions were held: “The 
Surgical Management of Pancreatitis,” with Dr. 
Ned Phifer as moderator; “The Management of the 
Bleeding Peptic Ulcer,” with Dr. Simmons Patter- 
son as moderator; and “The Surgical Significance 
of Malrotation of the Intestines,” with Dr. Clarence 
Gardner as moderator. 

Dr. George Wood was elected president for the 
coming year, Dr. Donald Koonce was elected vice 
president, and Dr. Alexander Webb, Jr., was elected 
secretary-treasurer. 


PIEDMONT PROCTOLOGIC SOCIETY 


Dr. C. R. Deeds of Hendersonville was elected 
president of the Piedmont Proctologic Society at 
its annual meeting held at Hendersonville, August 
26. Dr. J. M. Stockman of Knoxville, Tennessee, 
was elected vice president, and Dr. C, S. Drum- 
mond of Winston-Salem was re-elected secretary. 
The next meeting of the society will be held on 
Saturday, March 31, 1951, at Knoxville, Tennessee. 


NINTH DISTRICT MEDICAL SOCIETY 


The Ninth District Medical Society held its an- 
nual meeting in Salisbury on September 21. The 
scientific program consisted of a symposium on 
Gastro-enterology in which the following men took 
part: 

Keith S. Grimson, M.D., professor of surgery, 
Duke University School of Medicine, Durham. 

George J. Baylin, M.D., assistant professor of 
radiology, Duke University School of Medicine, 
Durham. 

David Cayer, M.D., associate professor of internal 
medicine, Bowman Gray School of Medicine, Win- 
ston-Salem. 

Kyle Black, M.D., Salisbury. 

Dr. Roscoe D. McMillan was speaker at a dinner 
given at the Yadkin Hotel for members of the 
society, the auxiliary, and guests. 


CARTERET COUNTY MEDICAL SOCIETY 


The Morehead City Hospital was host to the 
Carteret County Medical Society at a dinner meet- 
ing on August 14. The scientific program con- 
sisted of a moving picture on “Urological Disease,” 
presented by Dr. Theodore Salter. 

W. H. Wooters of New Bern, executive secretary 
of the Craven County Red Cross chapter, discussed 
the establishment of a joint blood bank by the 
Carteret and Craven County Medical Societies. It 
was pointed out that such a program is imperative 
in view of the present critical world situation, par- 
ticularly in this area, with the possibility of sub- 
marines operating in nearby waters, and the prox- 
imity of Camp Lejeune and Cherry Point Marine 
Air Base, both natural points of enemy bombing 
attack. 

The local society appointed Dr. B. F. Royal to 
confer with representatives from the Craven County 
Medical Society and the American Red Cross with 
regard to establishing the bank. 


FORSYTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society held its reg- 
ular monthly meeting in Winston-Salem on Sep- 
tember 14. Dr, T. Alphin of Richmond, 
Chief Medical Examiner of the Commonwealth of 
Virginia, spoke on medico-legal problems. 
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THE NORTH CAROLINA STATE BOARD OF 
HEALTH 


In 1916 there were 54 fatal motor vehicle acci- 
dents and 1,312 fatal accidents of all other types. 
In 1948, the latest year for which we have complete 
information, there were 949 tuberculosis deaths, 
827 motor vehicle and 1,417 non-motor vehicle acci- 
dent deaths. In other words, tuberculosis deaths 
declined from 142.3 for every 100,000 people living 
in the state in 1916 to 25.0 in 1948, while motor 
vehicle accidents rose from 2.1 deaths per 100,000 
persons to 21.8, or slightly over ten times as many 
now as then. Non-motor vehicle accidents have in- 
creased at a slower rate than the population, so 
that the 1916 rate of 52.2 deaths per 100,000 persons 
is higher than the 1948 rate of 37.3. 


NEWS NOTES 


Dr. C. F. Strosnider of Goldsboro was appointed 
by the board of trustees of the American Medical 
Association to represent the organization at the 
inauguration of Gordon Gray as president of the 
University of North Carolina, October 8-10. 

* * 

The Wilson Clinic and the Woodard Herring Hos- 
pital, Wilson, have announced the association of 
Dr. Robert C. Pope in the treatment of diseases of 
infants and children. 

* * * 

The Davis Hospital, Statesville, has announced 
the association of Dr. F. Gross for the practice 
of otolaryngology, and Dr. Charles R. Blake for 
the practice of ophthalmology. 

* 

Dr. Roy A. Hare has announced the opening of 
his office for the practice of internal medicine in 
Durham. 

* 

Dr, Richard C, Proctor has announced the open- 
ing of his office for the practice of clinical psychi- 
atry at Graylyn Hospital, Winston-Salem. 

* * 

Dr. Roscoe L. Wall, Jr., has opened offices in 
Winston-Salem for the practice of obstetrics and 
gynecology. 


CORRECTIONS FOR THE DIRECTORY 


The following corrections have been received for 
the directory of members of the Medical Society, 
published in the supplement to the August issue 
of the Journal. 

Dr. Richard Myers, Winston-Salem — Specialty 
should be surgery rather than internal medicine. 

Dr. Newsom P. Battle, Rocky Mount — Name 
should be followed by an asterisk indicating his 
registration and attendance at the annual meeting 
ef the State Medical Society, May, 1950. 


SOUTHEASTERN STATES CANCER SEMINAR 


The annual meeting of the Southeastern States 
Cancer Seminar will be held in Jacksonville, Flor- 
ida, November 8, 9, and 10, 1950, at the George 
Washington Hotel auditorium. A well rounded pro- 
gram which will be of interest to every branch of 
medicine has been planned. 

The seminar is being sponsored by the Duval 
County Medical Society, the Florida State Board of 
Health, and the American Cancer Society, Florida 
Division. There will be no registration fee. Request 
for hotel reservations may be made to the Ameri- 
can Cancer Society Information Center, 429 West 
Duval Street, Jacksonville, Florida. 
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MEDICAL COLLEGE OF VIRGINIA 


The Medicai College of Virginia has announced 
that it will offer a course in electrocardiography, 
from October 23 through 27, and a course in cardi- 
ology, from October 30 through November 3. De- 
tailed programs may be obtained from Dr. Kinloch 
Nelson of the Department of Continuation Educa- 
tion, Medical College of Virginia, Richmond, 


AMERICAN MEDICAL ASSOCIATION 


The Fourth Clinical Session of the American 
Medical Association, designed primarily for the 
general practitioner, will be held in Cleveland, De- 
cember 5-8. 

The scientific sessions and the scientific and tech- 
nical exhibits will be presented in the Cleveland 
Municipal Auditorium, Meetings of the House of 
Delegates will be held in the Statler Hotel. These 
sessions of the body elected to govern the affairs 
of the A.M.A, are attracting more and more non- 
delegate physicians each year. 

Outstanding clinical teachers with recognized 
ability as speakers will headline the scientific dem- 
onstrations. Actual cases will be presented and dis- 
cussed, Diagnoses, treatment, and prevention meas- 
ures as they fit into daily practice will receive the 
greatest attention. 

Each clinical session will be limited to an at- 
tendance of 100 physicians. These small groups will 
make it possible for the general practitioner to 
enter actively into the discussion and to inquire 
ebout his own cases, Leading men in each of the 
fields under discussion will be available to help 
with the problems presented. 

Outstanding features of the scientific exhibits 
will be special demonstrations on fractures, dia- 
betes, rheumatism and arthritis. Exhibits will be 
presented on cancer, pediatrics, chest diseases, sur- 
gical procedure, and other subjects correlated with 
the clinical presentations. 

Once again color television will take its place on 
the program, A schedule of surgery, clinical treat- 
ment and examination will be telecast from the 
Western Reserve School of Medicine to the audi- 
torium. It will be sponsored by Smith, Kline & 
French Laboratories. 

The annual General Practitioner Award has come 
to be regarded as one of medicine’s highest honors 
and a definite step toward increasing the recogni- 
tion of the family doctor. This year’s selection will 
be made at the Cleveland meeting. 


RADIOLOGICAL SOCIETY OF NORTH AMERICA 


Dr. Warren W. Furey, president of the Radiolog- 
ical Society of North America, has announced that 
the 36th Annual Meeting of the Society will be held 
in Chicago, December 10 through 15. Headquarters 
for the meeting will be the Palmer House, in which 
all scientific and technical sessions will be held. 

Dr. Wendel G. Scott of St. Louis, Missouri, will 
present the annual Carmen Lecture. All members 
of the medical profession are welcome and invited. 


Nothing is more completely proved than the fact 
that approximately one half of all cases of signifi- 
cant tuberculosis have no symptoms, or symptoms 
so slight as to escape notice.—A. C, Christie, M.D., 
Pub. Health Rep., June 2, 1950. 
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Inu Memoriam 


JOHN ALSON LINEBERRY 

Dr. John Alson Lineberry was born in Raleigh, 
North Carolina, April 5, 1911, and died at Tarboro, 
North Carolina, June 30, 1950. He was the son of 
Dr. George Lineberry and the late Ruth Fisher 
Lineberry of Raleigh, North Carolina. He attended 
the public schools of Raleigh, and received his col- 
iegiate education at Wake Forest College. From 
Wake Forest College he received three degrees: 
A.B., M.A., and B.S. in Medicine. He transferred 
from Wake Forest Medical School to the Medical 
School of the University of Pennsylvania. There he 
received the last two years of his medical schooling 
and was graduated with the degree of M.D. in 
1938. He took his examination before the State 
Board of Medical Examiners of North Carolina in 
1988 and was granted license to practice medicine 
in this state. He then took an internship of one 
year at Gallagher Hospital, Washington, D. C. 
After completing his internship in 1939, he began 
the private practice of medicine at Four Oaks, 
North Carolina, and remained there one year. 

He then entered the field of Public Health Service 
end served as Public Health Officer in the counties 
of Hyde, Duplin, and Harnett, consecutively. In 
1945 he left the Public Health Service and again 
entered private practice at Mayodan. He continued 
there for three years before returning to the Public 
Health Service. He came to Tarboro in 1948 as 
Public Health Officer for Edgecombe County, and 
at about this time he became a member of the 
Edgecombe-Nash Medical Society. He was a mem- 
ber in good standing of this society at the time of 
his death, 

Dr. Lineberry had to lose a year from school while 
ettending Wake Forest College, because of an at- 
tack of acute rheumatism. He continued to suffer 
from rheumatism as long as he lived. In his latter 
years he also suffered with peptic ulcer. During the 
time I knew him it was apparent that he was not 
a well man and that he was laboring under consider- 
able handicaps. Both of these diseases probably con- 
tributed to his untimely and tragic death. 

He was married in 1940 to Miss Jane Elizabeth 
Lassiter of Four Oaks, North Carolina, who sur- 
vives. To their union were bora two daughters, 
Jacqueline, now nine, Martha Jane, seven, and one 
son, John Alson, Jr., six, all surviving. Besides his 
wife and children, he is survived by his father, one 
brother, Paul, and four sisters: Misses Ruth and 
Faye Lineberry, Mrs. C. J. Armstrong, and Dr. 
Margaret Lineberry Owen. 

He was a good citizen of our community. He 
took an active interest in any movement for civic 
or social betterment. He taught a class of men in 
Sunday School and was a deacon in the First Bap- 
tist Church of Tarboro. He carried on a_ splendid 
Public Health program in Edgecombe County. 

Therefore be it resolved: (1) That we are grate- 
ful for the remembrance of his service to this soci- 
«ty and to the community at large; (2) That we 
extend to his family our sincere sympathy; (3) 
That a page in the record book of this society be 
dedicated to his memory; (4) That a copy of this 
resolution be sent to his family. 

W. W. GREEN, M.D. 
J. G. RABY, M.D. 
* * 
ARTHUR WOOD DEANS, M.D. 

Dr. Arthur Wood Deans died July 1, 1950, at the 
age of 62 years. He was graduated from Wake For- 
est College, and in 1915 received his medical degree 
from the Medical College of Virginia. Following his 
internship at Park View Hospital, he served in the 
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Army Medical Corps during World War I as a lieu- 
tenant. Since his discharge from the Army he has 
practiced medicine and farmed in and around Battle- 
boro for thirty years. As a true physician he gave 
freely of himself to his patients and their families. 
A farmer-doctor, he understood the problems of his 
country patients, As their physician he attended 
medical gatherings and kept abreast of the times 
and as their friend he was always battling for them 
His community has suffered a loss that will be nigh 
impossible to replace. 

Now therefore: 

Since it has pleased Almighty God in His infinite 
wisdom to take from our midst our fellow worker 
and member, Arthur Wood Deans, be it hereby re- 
solved that the Edgecomhe-Nash Medical Society 
deplores his untimely passing and expresses its 
regrets to his widow and family. Be it further re- 
solved that a copy of the resolutions be spread 
upon the minutes and a copy sent to the widow of 
the deceased. 


Respectfully submitted, 
E. S. BOICE, M.D. 
C..T. SMITH, M.D. 


BOOK REVIEWS 


Monograph on Acute Head Injury. By Jo- 
seph P. Evans, M.D. 116 pages. Price, $2.25. 
Springfield, Illinois: Charles C. Thomas 
Company, 1950. American Lecture Series. 


This monograph is a scholarly presentation of the 
problem, weighted slightly by detailed consideration 
of the problem of brain edema. This aspect of head 
trauma has been of special interest to the author 
for a number of years, and he, in conjunction with 
Dr. Scheinker, has made notable contributions to 
the solution of the problem. The material is pre- 
sented in an orderly manner, easy to follow, and 
with due effort to express an unbiased opinion on 
controversial portions of the subject. 

This book will be of particular value to medical 
students interested in the physiology of cerebral 
trauma. Neurosurgeons and neurologists will find 
it a useful reference to the complex subject, and 
an excellent summary of the valuable works of the 
author over the last several years. 

General surgeons and internists interested in the 
treatment of head injuries occurring in the neigh- 
borhood of small communities, will be disappointed 
in the relatively small proportion of the volume 
devoted to the details of caring for patients with 
acute head injuries. 


Ocular Signs and Slit-Lamp Microscopy. 
By James Hamilton Doggart, M.D. 112 
pages. Price, $6.75. St. Louis: C. V. Mosby 
Company, 1949. 


Doggart’s brief text on biomicroscopy is likely 
to find a very limited usefulness. While it certainly 
will serve as an excellent outline of this rather large 
branch of the ophthalmic practice and may also be 
useful as an introduction to split-lamp microscopy 
for the intern in ophthalmology, it seems unlikely 
that it will find much other use. A text on so highly 
specialized a diagnostic technique is unlikely to be 
considered useful by other than an ophthalmologist, 
and this very brief text is entirely too incomplete 


(BOOK REVIEWS CONTINUED ON PAGE 598) 
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and the philosophy of 


The recognition of the need to preserve those values 
which continue to prove their usefulness over gener- 


ations is a prominent indication of maturity in 
therapeutics, as in individuals. 


DIGITALIS WHOLE LEAF — THE TIME-PROVED 
CARDIAC REGULATOR — has been of unmistak- 


able value since its first reported use by Withering 
over 150 years ago. 


Since its founding, Charles C. Haskell and Company 
has supplied the medical profession with a biolog- 
ically standardized, clinically tested preparation 
meeting the exacting requirements of physicians 
confronted with cardiac emergencies. 


ASKELL™ 


DIGITALIS 


WHOLE LEAF TABLETS 


Available in tablets of 1 
U. S. P. Unit in bottles con- 
((} _ taining 100, 500, and 1,000. 


CHARLES HASKELL & CO., 
VIRGINIA 


YOUR HASKELL REPRESENTATIVE: Frank S. Goodrum, P. O. Box 1771, 110 S. Mendenhall St., Greensboro, N. C 


INC. 
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An Observation on the Accuracy of Digitalis Doses 


Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 


greatest possible accuracy.”* 


To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 


accuracy”, 


Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 
to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 

lets of Digilanid daily until the desired therapeutic 

level is reached. 

Average maintenance dose: 1 tablet daily. 

Also available: Drops, Ampuls and Suppositories. 

1, Withering, W.: An account of the Foxglove, London, 1785. 

2. Rimmerman, A. B.: Digilanid and the Therapy of Congestive 
Heart Disease, Am. J. M. Sc. 209: 33-41 (Jan.) 1945. 


Literature givin 


further details about Digilanid and Physician's Trial 
Supply are available on request. 


andoz 
harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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to be of any great value as a reference book for 
the ophthalmologist or even as a brief review of 
much value to any other than the beginner in the 
subject. 

Physicians in other lines of medicine who wish 
a degree of familiarity with the slit-lamp technique 
and its findings will find the book admirably suited 
for their purposes, since it is unusually concise in its 
coverage. The illustrations are numerous for so 
small a text and are at least moderately good, and 
the text itself is written simply and in an extremely 
concise and economical style. 

The need for such a text is somewhat dubious 
when there are now so much more complete books 
covering the subject; but if Dr. Doggart’s aim was 
simply to offer a brief introduction and outline to 
slit-lamp microscopy, his text can be regarded as 
adequately achieving his aim. 


Sir William Osler: Aphorisms from His 
Bedside Teachings and Writings. Collected 
by Robert Bennett Bean, M.D.; edited by 
William Bennett Bean, M.D. 159 pages. 
Price, $2.50. New York: Henry Schuman, 
Ine., 1950. 

The basis of this little volume is a collection of 
notes jotted down on rounds made with Osler by the 
late Dr. Robert Bennett Bean during his student 
and graduate days, 1903-5. The notes were found 
after Dr. Robert Bean’s death “on odd bits of paper, 
envelopes, hospital history sheets, etc.” and were 
edited by his son, Dr. William Bennett Bean, pro- 
fessor of medicine at the University of Iowa, __ 

Some of the aphorisms included are familiar 


to Osler’s admirers; but many of them have not 
appeared elsewhere in print, and will be relished 
by all Osler addicts. The book provides a charming 
introduction to those who do not know the great 
Canadian, and it should fulfill the author’s expressed 
desire “to introduce him to a new generation of 
medical students.” 


From The Hills: An Autobiography of a 

Pediatrician. By John Zahorsky, M.D. 388 

. pages, Price, $4.00. St. Louis: The C. V. 
osby Company, 1949. 

This readable book is an autobiography consist- 
ing of written “scenes” from the life of John Zahor- 
sky. It is written in an interesting style which re- 
veals the author’s versatility as a writer. He in- 
cludes in the book some of his own poetry, and 
several chapters are written as essays. The author 
has purposely omitted his medical experiences, using 
cenly material which is of general interest. 

Laymen as well as physicians will find this a 
delightful book. 


Saw-Ge-Mah (Medicine Man). By Lois J. 
Gariepy, M.D. 326 pages. Price, $3.00. Saint 
Paul, Minnesota: Northland Press. 1950. 
Saw-Ge-Mah is the story of a young man who 
wanted to become a doctor. This novel tells of his 
struggles to obtain a medical education and of his 
efforts to practice medicine successfully. The auth- 
or’s own experiences in the practice of medicine has 
enabled him to make his characters seem very 


-real to the reader. 


Laymen and physicians will enjoy this book, which 
also is recommended to libraries with a paramedical 
collection. 
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AMERICAN COLLEGE OF SURGEONS 


One hundred and seventy reports on research 
aimed to advance surgery, conducted at medical 
schools and affiliated hospitals throughout the 
United States and Canada, will be presented at 
thirteen sessions of a forum on “Fundamental Sur- 
gical Problems” during the thirty-sixth Clinical 
Congress of the American College of Surgeons, in 
Boston, October 23 to 27, according to an announce- 
ment by Dr. Arthur W. Allen of Boston, Chairman 
of the Board of Regents. Included among the med- 
ial schools are Bowman Gray School of Medicine 
of Wake Forest College, Winston-Salem, and Duke 
University School of Medicine, Durham. 

Features of the Clinical Congress will be color 
televising of surgical procedures from Massachu- 
setts General Hospital; operative clinics each day 
ut 25 hospitals in the metropolitan area; postgrad- 
vate courses each morning at Boston City, Peter 
Bent Brigham, Children’s, Massachusetts General, 
and Massachusetts Memorial Hospitals; symposia on 
cancer, trauma, sports injuries, and graduate train- 
ing in surgery; panel discussions on general sur- 
gery and the surgical specialties; evening scientific 
sessions; official meetings; medical motion picture 
showings; a clinicopathologic conference; and ex- 
tensive scientific and technical exhibits. The tele- 
vision, exhibits, films, and some of the meetings will 
be in the Mechanics Building; other sessions will be 
held at the Hotel Statler, Copley Plaza Hotel, New 
England Mutual Building, and Symphony Hall. 
Headquarters will be at the Statler. 


THE AMERICAN DERMATOLOGICAL 
ASSOCIATION 


The American Dermatological Association is 
offering a prize of three hundred dollars for the 
best original essay, not previously published, rela- 
tive to some fundamental aspect of dermatology or 
syphilology. The purpose of this contest is to stim- 
ulate younger investigators to original work in 
these fields. 

Manuscripts typed in English, together with 
i!lustrations, charts, and tables, are to be submitted 
in triplicate not later than February 1, 1951, and 
should be sent to Dr. Louis A. Brunsting, Secretary, 
American Dermatological Association, 102-110 Sec- 
ond Avenue, Southwest, Rochester, Minnesota. 

Competition in this prize contest is open to scien- 
tists generaliy, not necessarily physicians. 

The award will be made by a committee of judges 
selected to pass on the essays by the Research Aid 
Committee of the American Dermatological Asso- 
ciation. This contest is planned as an annual one, 
but if in any year, at the discretion of the Research 
Aid Committee and judges, no paper worthy of a 
prize is offered, the award may = omitted. 

The prize winning candidate may be invited to 
present his paper before the annual meeting of the 
American Dermatological Association, with expenses 
paid, in addition to the prize. Further information 
regarding this essay contest may be obtained by 
writing to the secretary of the American Derma- 
tological Association. 

* * 

The next annual meeting of the American Der- 
matological Association will be the Diamond Jubi- 
lee Observance of its founding, and will be held 
May 23-26, 1951, at the Homestead, Hot Springs, 
Virginia. 
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HYSICIANS of the South have an 

urgent call to St. Louis for the annual 
meeting of the Southern Medical Associa- 
tion, Monday, Tuesday, Wednesday*and 
Thursday, November 13-16. Medical meet- 
ings are essential in times of war as well as 
in times of peace. In the light of the world 
situation today this meeting of the Southern 
Medical Association may be the last com- 
plete general medical meeting to be held for 
some time to come. With this thought in 
mind, it is very important that all physicians 
take advantage of this opportunity to bring 
themselves up to date on the latest develop- 
ments in the profession. 


"THE ST. LOUIS meeting will be one of 

the most complete medical meetings ever 
offered to the profession. Every phase of 
medicine and surgery will be covered in the 
general clinical sessions, the twenty-one sec- 
tions, the five conjoint meetings and the 
scientific and technical exhibits. 


EGARDLESS of what any physician 

may be interested in, regardless of how 
general or how limited his interest, there 
will be at St. Louis a program to challenge 
that interest and make it worthwhile for 
him to attend. 


EMBERS of state and county medical 

societies may attend. Eligible physi- 
cians, members of.state and county medical 
societies in the South can be and should be 
members of the Southern Medical Associa- 
tion. The annual dues of $8.00 include the 
Southern Medical Journal, a journal val- 
uable to physicians of the South, one that 
each should have on his reading table. 


SOUTHERN MEDICAL ASSOCIATION 
Empire Building 
BIRMINGHAM 3, ALABAMA 
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DEPARTMENT OF DEFENSE 


Navy to Call Reserve Medical Officers 
Under Secretary of Defense Directive 

Secretary of Defense George C. Marshall re- 
cently directed the Department of the Navy to 
order immediately to active duty enough V-12 
trained Navy Reserve medical officers without prior 
service to meet requirements for all three military 
departments. The Navy also was instructed to im- 
mediately assign these medical officers to duty 
with the Army and Air Force to meet their needs, 
on the basis of allocations approved by the Director 
of Medical Services, Department of Defense. 

The Department of the Army has requested the 
Department of the ‘Navy to assign immediately 
570 Navy medical reservists to duty with the 
Army. 

A 
Air Force to Commission Medical Professional 
Women 

Women physicians, dentists, veterinarians, as well 
as technical specialists for duty in the Medical 
Service Corps may now receive reserve commissions 
in the Air Force, and may apply for extended active 
duty at Air Force installations. 

Women so commissioned will receive the same 
pay and allowances as male officers. The grade in 
which they will be appointed will also be based on 
the same considerations of age and professional 
qualifications as male officers. The grades will 
range from first lieutenant to colonel. 

Further information and application blanks may 
be obtained upon written request from the Surgeon 
General, Headquarters, U. 3 Air Force, Washing- 


ton 25, D. C. 
* * 


Expansion of Military Hospitals Announced 

The Department of Defense has approved the 
Department of the Army plan for further expan- 
sion of the Army hospitals at the following mili- 
tary stations: 

Camp Atterbury, Indiana 
Camp Carson, Colorado 
Fort Bragg, North Carolina 
Fort Benning, Georgia 

Fort Campbell, Kentucky 

It has also approved the activation of Valley 
Forge Army Hospital, Phoenixville, Pennsylvania, 
effective October 1, 1950. 

The expanding military forces and the increased 
number of military patients being flown home from 
Japan require constant readjustment of the mili- 
tary hospital plans and the military hospital bed 
capacities. 

In accordance with Department of Defense pol- 
icy, the Departments of the Army, the Navy, and 
the Air Force will continue jointly to utilize to the 
maximum extent the hospital facilities of the three 
departments, so that patients of one service may be 
hospitalized in the hospitals of another service. 


* 


Hospital Facilities 

The following is a statement by Dr. Richard L. 
Meiling, Director of Medical Services, Office of the 
Secretary of Defense: 

“In response to inquiries from the press, the 
following information regarding the adequacy of 
hospital facilities in the Armed Forces, particularly 
id ~ casualties returning from Korea, is furn- 
ished, 

“On July 1, 1950, the Armed Forces had 387,300 
operating beds (staffed and equipped for use) in 
continental United States. This was increased to 
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88,067 on August 1; to 43,639 on September 1; and 
to 49,408 as of October 1, 1950. 

“In short, as of October 1 the operating beds in 
military hospitals in this country will have been 
increased 12,416 since July 1, 1950. F 

“To meet the needs of the Korean action and~ 
the military expansion program, 2,545 beds for- 
merly allocated in military hospitals for use by 
Veterans Administration beneficiaries were or will 
be returned to military use in August, September 
and October, 1950. Combined with the above in- 
crease of 12,416 beds, the Armed Forces now have 
acti yrs an additional 14,961 operating beds over 

uly 1 to care for Korean casualties and other mil- 
itary personnel. 

“The total mobilization capacity of military hos- 

itals now activated in this country is over 112,000. 

he mobilization beds include the 49,408 now staff- 
ed, plus 62,592 which can be staffed and placed in 
use as the need arises and personnel to staff them 
becomes available.” 


DEPARTMENT OF THE ARMY 
Army Medics Test New Burn Dressing in Korea 

Two new oversized dressings for burns or wounds 
will soon join other medical advances which help 
to provide the best medical treatment obtainable 
to G. I.’s fighting in Korea, according to Major 
General R. W. Bliss, Army Surgeon General. 

One of the projects of the Army Medical Service’s 
Research and Development Board, the new dress- 
ings consist of an inside or wound layer of highly 
absorbent fine mesh gauze, which may be treated 
to reduce irritation to wounds; and an outside, non- 
ubsorbent layer that prevents bacteria from enter- 
ing the wound or burn. These qualities will permit 
the dressings to be worn for as long as 14 days, 
whereas present type burn dressings must be chang- 
ed every day or two, depending upon the degree of 
the burn. 

Smallest of the dressings, 19 by 34 inches, are 
about five times larger than the acrir size now 
in use, The larger one, for more extensive burns or 
wounds, is 34 by 45 inches. These dressings were 
developed for use during the first aid phase of 
treatment to give the casualty every benefit of 
Army medical research ane, and to improve 
his chances of reaching a hospital for definitive 
treatment. 

These dressings will offer much greater protec- 
tion to a large burned area, such as a tanker might 
sustain when his tank is hit, or a soldier might 
receive from the burst of a high explosive bomb. 
In the case of severely burned extremities, ‘a dress- 
ing can be wrapped around the affected part. 

Wounds resulting from blast, where small par- 
ticles of loose debris have entered the skin over a 
considerable area, may also be treated with the 
dressings. In the event of an atomic bomb burst, 
both dressings would be invaluable. 

The smaller dressings also may be used as an 
arm splint when tightly applied. The dressings are 
packed in a goers bag that is resistant to water, 
moisture, and heat. 


VETERANS ADMINISTRATION 


Veterans Administration recently instructed re- 
gional offices to stop admissions of veterans to 
Naval Hospitals except in emergencies. The order 
is effective immediately. The action was taken, it 
was explained, at the request of the Department 
of Defense, which is faced with a need for more 
hospital beds due to the Korean situation, and has 
apes V-A beds in Naval hospitals from 2,000 to 
470 Ss. 
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“A high percentage of cases of seasickness and 


carsickness can be aborted or prevented by 
suitable doses of dimenhydrinate (Dramamine).” 


—Council on Pharmacy and Chemistry, New and 
Nonofficial Remedies, J.A.M.A. 143:815 (July 1) 1950. 


® 
DRAMAMINE Brand of Dimenhydrinate—for the prevention or 
treatment of motion sickness—is supplied in 50 mg. tablets and in liquid form. 


XIX 
' 
RESEARCH IN THE SERVICE OF MEDICINE SEARLE : 
3 


ADVERTISEMENT October, 1950 


EARNING A LIVING!! 


A doctor's greatest asset is his ability to earn a living. If he is away 
from his practice, income ceases while expenses and overhead continue. 


Your answer to that problem is your Society’s Plan of Sickness and 
Accident Insurance adopted in 1940. If not already insured under the Plan, 
write for full information today. Tomorrow could be too late. 


$5,000.00 Principal Sum — $216.66 per month if disabled 
Annual Premium - $80.00 — Semi-Annual Premium - $40.50 


J. L. CRUMPTON, State Mgr. 
Post Office Box 147 Durham, N. C. 
—Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


APPALACHIAN HALL Asheville, North Carolina 


An Institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 


Ith occupational 
shock spo beautiful to Amp! 
facilities’ of or en suite with every comfort and convenience. 

For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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curd tension of 
Similac — 0 grams 
truly a fluid food 


SIMILAC 


so similar to human breast milk that 
there vs 
no closer 


equivalent 


* Similac protein has been so modified 

* Similac fat has been so altered 

* Similac minerals have been so adjusted 
that 

* There is no closer approximation to 
mother’s milk. 


curd tension of 

a powdered milk 

especially prepared 
curd tension of for infant feeding — 
breast milk — O grams ‘ 12 grams 
truly a fluid food »& 


SIMILAC DIVISION + M & R DIETETIC LABORATORIES, INC, 
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URC HEARS 


More Than 


70,000 
DOCTORS 


... for the removal of 
skin growths, tonsil 
tags, cysts, small tu- 
mors, superfluous hair, 
and for other technics 
by electrodesiccation, 
fulguration, bi-active 
coagulation. 


Now, completely re- 
designed the new 
HYFRECATOR 
provides more power 
and smoother control 
... affording better cos- 
metic results and great- 
er patient satisfaction. 
Doctors who have used 
this new unit say it pro- 
vides for numerous new 
technics and is easier, 
quicker to use. 


$4950 comptete the Ice Cream with 


Send d ipti: 
No Artificial Flavors! 


Electrodesiccation and Bi- 
explains the HYFRECA- : 

Better tasting—better for you. Whole- 


some, nutritious, Southern Dairies 
BIRTCHER COR i 
Sealtest Ice Cream is the South's favor- 
To: The BIRTCHER Corp., Dept. 
5087 Huntington Dr., Los Angeles 32, Calif. 


Please send me free booklet, “Symposium on 
Electrodesiccation and Bi-Active Coagulation.” 


ite. Try a delicious serving tonight. 
Souithen Dairies 


ICE CREAM 


Name 


Street 


* City State 


h 
Used by 
| 
| 
| 
called 
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The only KEELEY INSTITUTE in The Southeast 
For The Treatment of Alcoholism Exclusively 


The Keeley method of treatment recognizes that acute alcoholism first must be medically 
treated as a disease before other curative forces can be effective. Each patient is given indi- 
vidual medical attention and guidance toward rehabilitation. Psychotic patients are not ac- 
cepted. 


The Keeley method of treatment combines the latest medically proven and accepted tech- 
niques with the experience of over 50 years clinical work in treating alcoholics exclusively. 
Keeley maintains its own laboratories at Dwight, Illinois, for research in therapy and 
rehabilitation. 


The Keeley Institute is ideally located near the heart of Greensboro, N. C. The spacious 


grounds occupy an entire city block offering the quiet and seclusion of the country within : f 
the city. 
The patient is not confined. On the grounds are restful shade trees and gardens, and q 


outdoor recreational facilities. As the patient’s condition permits, he is allowed off the, grounds 
several hours each day. Control of each patient is maintained through the close supervision 
of the medical staff. 


Only consent patients are accepted. The conditioned reflex treatment and the use of un- 
necessary restraint are rejected. Rather, facilities and staff are teamed to create an atmos- 
phere that will enable each patient to understand and accept the responsibility in working 
toward his own rehabilitation. 

Professional inspection is invited. 


Male patients chiefly. New facilities for a limited number of women patients. 


THE 


INSTITUTE 


Telephone 2-4413 GREENSBORO, NORTH CAROLINA P. O. Box 29 


A. F. Fortune, M. D., Medical Director Ben F. Fortune, M. D., Associate Medical Director 
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DISPEL 
UNWANTED 
ODORS AIR 


FRESHENER 
PROFESSIONAL SET 
No. 1$-012 Suggested for use x 


in physicians, dentists and 
other professional offices. 


COMMERCIAL SET 
No. 16-024 Usually specified 
for’ use in hospitals, 
schoo! hotels, offices, 


Contents: | only Woodlet Dispenser, blue enamel finish. 24 only “pres- 
sacked” OLIUM refills. Price: $11.00 the complete 
OZIUM REFILLS 
For use in either commercial or professional di 
No. 012 Containi 12 “pressure-packed” OZIUM refills. 
Price: $4.50 per box. 
No. 024 Containing 24 “pressure-packed” OZIUM refills. 
Price: $8:00 per box. 


POWERS & ANDERSON 


Norfolk, Va. Winston-Salem, N. C. 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 

A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 
seasons. 

The three medical officers of the staff reside at the sanatorium and devote their full time 
to the care and service of the patients. 


roadoaks Sanatériun 


XXIV 
| 
\ 
OZIUM Is fost—e light touch on the lever of \S\ 
on er ot Price: $9.00 the complete 
which quickly permeates every corner of the 
4 OZIUM is fortified with both propylene glyco! : ‘9Z 
, and triethylene glycol, both of which have octories, public DUNGINGS, 
: been prominently featured in public health, theatres and similar prem- 
medical and other publications for their excel- ises. 
: OZIUM is convenient—the dispenser is light 
; in weight, compoct, unobtrusive ond is easy 
to use. 
OZIUM is economical, costing less thon one 
cent to treat the average small office or room. 
a J. T. Vernon, M.D. 
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Stramonium 
(Davies, Rose) 
0.15 Gram 

Strano 


vies, Rose & CO» 


SEQUELAE 


A THERAPY THAT 
IN THEIR NATIVE STA : 
THE ENTIRE ALKALOID 

OF STRAMONIUM 


STRAMONIUM PILLS 


(DAVIES, ROSE) 
GRAM (approx 2% GRAINS) 


These pills exhibit the Powdered dried 
leaf and flowering top of Datura Stra. 
Monium, alkaloidally assayed and 
standardized, and therefore contain in 
each pill 0.375 mg. (1/170 grain) of the 


alkaloids of stramonium, 


Sample for clinical test and literature 
mailed upon request 


DAVIES, ROSE & COMPANY, LIMITED 
Pharmaceutical Manufacturers 
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GLENWOOD PARK SANITARIUM 


Founded by 
W. C. ASHWORTH. 
M. D. 


GREENSBORO. 


1904 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. RINER, M.D., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


Ped-6-Glo 


SURGERY—Intensive Course in Surgical Technic, two 
weeks, starting October 23, November 27. 
. . . Surgical Technic, Surgical Anatomy and Clinical Surg- 
oot rat qui Dp ispenser ery, four weeks, starting October 9, November 6. 
Surgical Anatomy and Clinical Surgery, two weeks, 
starting October 28, November 20. 
Surgery of Colon und Rectum, one week, starting 
Trouble October 16, November 27. 
Breast and Thyroid Surgery, one week, starting 
Free October 2. 
Thoracic Surgery, one week, starting October 9. 
Gall-Bladder Surgery, ten hours, starting October 23. 


Fractures and Traumatic Surgery, two weeks, starting 

Sanitary October 9. 

GYNECOLOGY—Intensive Course, two weeks, starti 
. Vaginal Approach to Pelvic Surgery, one week, start- 
ing November 6. 

OBSTETRICS—Intensive Course, two weeks, starting 


November 6. 
MEDICINE-—-Intensive General Course, two weeks, start- 
ing. October 2. 
Gastro-enterology, two weeks, starting October 16. 
Gastroscopy, two weeks, starting October 23. 
Electrocardiography and Heart Disease, four weeks, 


starting October 2. 
Install DERMATOLOGY—Formal Course, two weeks, starting 


October 16. 
On Any Informal Clinical Course every two weeks. 
Surface cy STOnCUrT- Ten Day Practical Course every two 
PEDIATRICS—Informal Clinical Course every two 
weeks. 


CAROLINA SURGICAL GENERAL, INTENSIVE AND SPECIAL 1N ALL 
SU PPLY COM PANY OF MEDICINE, SURGERY AND THE SPECIALTIES 


NORTH CAROLINA Address: Registrar, 427 South Honore St., Chicago 12, IIL. 
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of treatment. Re 
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suggested for: acute 


lobar pneumonia, bac 
tions, including erystj r 
al infections ; bacillary infections, 


acute staphylococe 
including anthrax; 
coli, A. aerogenes, 
other Terramycin-sensitive 


gonococcal infe 
granuloma inguinale; pri 
typhus (murine, epidemic, 


q. 6h. is suggeste 


jon fo! 
re’ duration 
;, Staph. 
‘cm daily for 5 days 
P. vulgar 
e excep 
nse be 


pneumococcal infections, includi 
bacteremia; acute streptococcal 
pelas, septic sore throat, tonsi 


itensis, suis); 


scrub); rickettsialpox. 


m. daily by mouth in divided doses 
d for acute infections. 


250 mg. capsules, bottles of 16 and 100; 
100 mg. capsules, bottles of 25; 


50 mg. capsules, bottles of 25. 


Pfize 


owing 


urinary tract infections due to E. 
Staphylococcus albus or aureus, and 
organisms; acute brucellosis 
hemophilus infections; acute 
ctions ; lymphogranuloma venereum; 
mary atypical pneumonia; 


Antibiotic Division 
_ CHAS. PFIZER 


ING, Brooklyn 6. 
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Resistant therapeu! TREATED Ww reter- * 
M.F., mal | 
| History® | 
1 | 
‘] 
a | 4 
Cin 
When ‘ tole: 
— 
ec- iz 
| KRing, €.Q.; Lewis, Welen, 
Clark, E.A., Johnson, J. 8.: 
Lyons, J. 8.; Scott, 8.8., and Cornety, 
A.143:1 (May 6) 1950. 
Wellman, W.€.. and Bartholomew, L. A.: 
Proc, Statt Meet. Mayo Clin, 
2t03 28:183 (Apr. 12) 1950 
Dosage: 21 4 a 
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staff of visiting physicians. 


TUCKER HOSPITAL, INC. 
212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with genera] medical disorders admitted for treatment under our 


Under the Professional Charge of 
Dr. Howarp R. MASTERS, Dr. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


“My Suction Socket He 
So Neat . . 


. that it makes a more 
natural appearance. My 
clothes fit better, for with- 
out belts and straps | wear 
the proper size skirts and 
dresses. My Suction Socket 
Leg is more comfortable 
and easier to use, and | can 
walk greater distances 
without tiring and climb 

"hills easier."” Many other 
wearers are also enjoying 
the freedom of this new 
Hanger Limb. Our record 
of 90‘; success with Suc- 

; tion Socket Wearers is due 
ne to careful preliminary ex- 


amination and expert fitting 


HANGER 


ARTIFICIAL LIMBS 


256 Hillsboro St. 
Raleigh, N. C. 


735 N. Graham St. 
Charlotte, N. C. 


ACCIDENT - HEALTH - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


COME FROM 


$5,000.00 accidental death 
$25.00 weekly indemnity, 
accident and sickness 
$10,000.00 accidental death 
$50.00 weekly indemnity, 
accident and sic 8 
$15.000.00 accidental death 
$75.00 weekly indemnity, 
accident and sickness 
$20,000.00 accidental death 
$100.00 weekly indemnity, 
accident and sickness 
Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 


85¢ out of each $1.00 gross income used 
for members’ benefit 


$3,700,000.00 $16,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members. 

Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH 
48 years under the same man: 
400 FIRST NATIONAL BANK BUILDING, OMAHA, 2, NEB. 


ALL A bd 
PREMIUMS SURGEONS Je" CLAIMS 
DENTISTS 60 TO 
| 
ret 
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PROVIDES PROTECTION WITHOUT IRRITATION 


Evidence obtained by direct-color photog- 
raphy shows that the cervix remains 
occluded for as long as ten hours after an 
application of “RAMSES’”* Vaginal Jelly. 


“RAMSES” Vaginal Jelly immobilizes 
sperm in the fastest time recognized under 
the authoritative Brown and Gamble 
method of measuring the spermatocidal 
power of vaginal jellies or creams. This has 
been established by repeated tests for 
spermatocidal activity conducted by an 
accredited independent laboratory. 


Clinical observation of patients receiving 


daily applications of “RAMSES” Vaginal 
Jelly for three-week periods reveals no evi- 
dence of irritation or other untoward effect. 


“RAMSES” Vaginal Jelly is acceptable to 
even the most fastidious patient because 
it provides efficient protection without 
leakage or excessive lubrication. It is avail- 
able at all pharmacies in regular and large 
tubes; the regular tube is also available in 
a package containing a measured appli- 
cator. 


active increvients: Dodecaethyleneglycol Mono- 
laurate 5%, Boric Acid 1%, Alcohol 5%. 


423 West 55th Street, New York 19, N.Y. 


Sebanidl, 


*The word “RAMSES” is o registered trodemark of Julius Schmid, Inc. 


quolity first since 1883 


\ 
XXIX 
4 
JELLY 24 
if 
| 
a] 
kd 


ADVERTISEMENTS 


WESTBROOK 
SANATORIUM 


EST.ION 


STAFF 


Paul V. Anderson, M.D. 
President 

Rex Blankinship, M.D. 

Medical Director 
Ernest H. Alderman, M.D. 

Associate 

John R. Saunders, M.D. 
Associate 


Thomas F. Coates, M.D. 
Associate 


Phone 5-3245 


A private psychiatric sanatorium 
offering modern diagnostic and 
treatment procedures — electro- 
shock, insulin, psychotherapy, oc- 
cupational and recreational ther- 
apy — for nervous and mental 
disorders and problems of ad- 
diction. 


Westbrook is located on a 125 acre 
estate of wooded land and spa- 
cious lawns, affording opportuni- 
ties for outdoor recreational activ- 
ities. Illustrated booklet on 
request. 


DR. J. K. HALL © 1875-1948 


Richmond, Virginia 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
Medicine: 


Alexander G. Brown, Jr., M.D. 


Manfred Call, III., M.D. 
M. Morris Pinckney, M.D. 


Alexander G. Brown, III., M.D. 


John D, Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverley B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S, Hurt, M.D. 
Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
Stuart N. Michaux, M.D. 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L, O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
Randal A. Boyer, M.D. 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


Charles C. Hough 


October, 1950 
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Coneise 
Vitamin 


Faets 


From Merck & Co., Inc. 
—where many of the 
individual vitamins 


were first synthesized. 


4 come six Merck Vitamin Reviews are yours for 
the asking while the editions last. These concise 
reviews contain up-to-date, authoritative facts 
and can be most useful for quick reference. Please 


address _ for copies to Merck & Co., Inc., 


Rahway, 


Partial Index of Contents 


>> 
>_> 
»> 


Factors that produce avitaminosis. 
Signs and symptoms of deficiency. 
Daily requirements and dosages. 
Distribution in foods. 

Methods of administration. 
Clinical use in specific conditions; 


MERCK & CO., Inc. 
Manufacturing Chemists 


BAHWAY, NEW JERSEY 


MERCK VITAMINS are available under the labels 
of leading Pharmaceutical Manufacturers in 
appropriate pharmaceutical forms 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN -1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charman Carroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 


LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Eighteen Years of Satisfactory Service to the Medical Profession 
HERE IS A POLICY WITH NO TECHNICALITIES 


incontestable after one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement required. 

Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $400.00 per month LIFE 
for Total Disability due to ACCIDENT 


Loss of Time: P $400.00 month 
tor Tote! Disability due to SICKNESS up to $9600.00 


Hospital or Graduate Nurse at home, 
$200.00 per month, additionally, up to 400.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 100.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
WRITE 


RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. GREENSBORO, N. C. 
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“In addition to the relief of hot 
flashes and other undesirable 
symptoms (of the climacteric), 


a feeling of well-being or tonic ef- 


fect was frequently noted” after 
administration of “Premarin?” 


Harding, F. E.: West. J. Surg. Obst. 
& Gynec, 52:31 (Jan.) 1944 


“It (‘Premarin’) gives to the pa- 
tient a feeling of well-being” 
Glass, S. J., and Rosenblum, G.: 


Wee 


“All patients (53) described a 

sense of well-being” following 

“Premarin” therapy for meno- 
pausal symptoms. 


Neustaedter, T.: Am. J. Obst. & 
Gynec. 46:530 (Oct.) 1943. 


“General tonic effects were note- 
worthy and the greatest percent- 
age of patients who expressed 


J. Clin, Endocrinol. 3:95 (Feb.) 1943 clear-cut preferences for any 


drug designated ‘Premarin?” 


Perloff, W. H.: Am. J. Obst. & 
Gynec. 58:684 (Oct.) 1949, 


the clinicians’ evidence 


Four potencies of “Premarin” 
permit flexibility of dosage: 2.5 
mg., 1.25 mg., 0.625 mg., and 
0.3 mg. tablets; also in liquid 
form, 0.625 mg. in each 4 ce. (1 
teaspoonful). 


of the “plus” in 


ee 99 ® 
VARI \ therapy 


Estrogenic Substances water-soluble) 
a as water-soluble conju- also known os Conjugated Estrogens (equine) 


While sodium estrone sulfate is the 
principal estrogen in “Premarin? 
other equine estrogens...estradiol, 
equilin, equilenin, hippulin...are 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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100-bed private hospital for the diagnosis and treatment of psychiatric disorders, 
including alcoholism and drug addiction 


Diplomates American Board of 
J. P. King, M.D. Psychiatry and Neurology 
T. E. Painter, M.D. J. K. Morrow, M.D. _D. D. Chiles, M.D. 
J. L. Chitwood. M.D., Medical Consultant 


BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 


Wachtel’s, Inc. 


Compliments of 


Vv 


SURGICAL 
FOR THE TREATMENT OF SUPPLIES 
Nervous and Mental Disorders, Drug 


and Alcohol Addictions 


Jas. N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 

Dept. for Men 65 Haywood Street 
Jas. N. BRAWNER, JR., M.D. ASHEVILLE, North Carolina 
Dept. for Women P. O, Box 1716 


Telephones: 1004-1005 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOVE'S SANTTARIUM 


Meridian, Mississippi 


ai 
and 


{Internal 
treatment of nervous and mental diseases. 
alcohvlics and narcotic addiction. Especially 
interested in giving narcotic cases gradual 
reduction, Convalescents, aged and infirm 
admitted. 

Shock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
and non-cooperative patients not accepted. 
\ good place to spend a vacation. 

Write P. 0. Box 106 or Telephone 3-8369 


M. J. L. HOVE, M.D. 


Superintendent 
Fellow of the American Psychiatric Association 


Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 

Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 
Free Union, Virginia 


For Shy, Nervous, Retarded Children 


SOLID BRONZE SIGNS 


Cast solid bronze signs, drilled with screws 


JOFL E SMITH MD. 


3” x 12”—$7.20. 8” x 14”—$8.40. 8” x 
Add $1 for each additional line on above. 

4” x 14”—$12.80, 4” x 16”—$14.10. 4” x 18’°—$15.85 
5” x 16°—$17.60. 5” x 20”—$22.00. 6” x 20/’—$26.40 
CHECK MUST ACCOMPANY ORDER 
Ask for prices of other sizes. 

Also “Waiting oo other signs 8” x 12” 
7.20, 


LAUER METAL CO. 
1108 Cathedral Street Baltimore 1, Md. 


INDEX TO ADVERTISERS 
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Unexpected side effects sometimes nullify the anticipated benefits of 
antibiotic therapy. With CHLOROMYCETIN, such side effects rarely 


interfere with its well-known efficacy in a wide range of disorders. 


CHLOROMYCETIN is well tolerated. Reactions are infrequent, and 
those that do occur are slight. Interruption of treatment because of 


severe reactions is rarely necessary. 


| | 


z 


CHLOROMYCETIN is the only antibiotic produced on a practical 
scale by chemical synthesis. It is a pure, crystalline compound of 
accurately determined structure. It is free of extraneous material 
that might be responsible for undesirable side effects. Its compo- 


sition does not vary. These features contribute to the dramatic thera- 


peutic results which physicians associate with CHLOROMYCETIN. 


PACKAGING: CHLOROMYCETIN (chloramphenicol, Parke-Davis) is sup- 
I P 
plied in Kapseals® of 250 mg., and in capsules of 50 mg. 
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Sunshine every day... every month 


Mead’s Oleum Percomorphum permits a happy Mead’s Oleum Percomorphum is available in liquid 
form in bottles of 10 and SO cc., accompanied by a 


dropper for easy dosage measurement. 

Neither rain nor clouds nor shorter winter days Easy-to-take Mead’s Oleum Percomorphum Capsules, 

interfere with the child’s receiving his daily quota ideal for older children and adults, are available in 
bottles of 50 250. 

of vitamin D when dependable Mead’s Oleum otties of 50 and 250: 


Percomorphum is administered. 


independence of the sun as a source of vitamin D. 


Highly potent, Mead’s Oleum Percomorphum 
is economical, too. It provides your patients 
with year-round protection against 

deficiency of vitamins A and D 
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